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The Promise of Christmas Peace 


Is there peace? Will there be peace? When can 
there be peace? Look at the world from the vantage 
point of your heights. Is it better to hear thundering 
guns and roaring planes; to see spurting blood and 
lurid flames; to feel stinging pain and crushing grief, 
than to hear hungry cries and frightful wails; to see 
faces gaunt and empty arms; to feel biting cold and 
numb despair? We have lived through the first; we 
are living through the last. Is there peace? Will there 
be peace? When can there be peace? 

Alice Meynell, in a moment of bewilderment and 
solemn meditation, spoke of this earth as any one of 
us might speak of it as we gaze upon it in this 
moment of doubt. She calls it “This ambiguous earth’; 
ambiguous, because of its baffling paradoxes, its 
irreconcilable contrasts, its palpable contradictions. 
Faith challenges the dictates of reason; challenges 
the evidence of our senses; challenges the obvious 
realities of a physical world. The years have drawn 
upon this earth’s resources and”have left us in poverty, 
burdened with debt which a posterity will not be 
able to pay. Death has triumphed where we have 
sought the extension of life because with one hand 
we preserve, with the other, we strangle life; with 
one hand we nourish, with the other, we impoverish 
our fellow men. With one side of our face we smile, 
with the other, we scoff at the doings of friend and 
foe alike; and the war has made of us inconstant 
hypocrites and futile tellers of empty untruths. 

Teresa Brayton has said prophetically: 


The world grown weary of wasting strife, 
Had called for the Christ to rise; 

For sin had poisoned the springs of life 
And only the dead were wise. 


She saw the bleakness and blackness of the human 
scene without Christ. 

But was the world without Christ? Or was Christ 
really there and did the world in its pride, in its 
self-centeredness, merely forget that He was there, 


But wrapped in a dream of scornful pride, 
Too high were its eyes to see 

A Child, foredoomed to be crucified, 
On a peasant Mother’s knee. 


But He has come again. 


New every year, 
Newborn and newly dear, 

He comes with tidings and a song, 
The ages long, the ages long. 


He comes to impress Himself upon our notice; to 
make us newly aware of His presence “on a peasant 





Mother's knee,” where He has been all along, but 
because “wrapped in a dream of sinful pride,” we 
walk through the world mindful of the thunders and 
horrors and gloatings of war but unmindful of the 
straw and the crib and the angels and the shepherds 
of the Christ-Child. 

And as Christmas reminds us by the new coming 
of Christ of the eternal verities and the unchanging 
realities of life, so, too, does His coming dispel our 
despair and revive our reborn hope. We feel somehow 
the mysterious stirrings of a new certainty in each 
Christmas that there is peace, that there will be 
peace, that there must be peace and peace must be 
soon: 

But, while the heavens with glad acclaim 
Sing out the tale of Your birth, 


A mystic echo of comfort came 
To the desolate souls of earth. 


And the reason is not far to seek; for Christ is the 
Mediator of the paradoxes of life, the Reconciliation 
of the contrasts of life, the Solution of the contra- 
dictions of life. He has turned littleness into infinity, 
humility into glory, poverty into riches, failure into 
triumph, sorrow into joy. 

For the thrill of a slowly turning tide 
Was felt in that grey daybreak, 

As if God, the Father, had sanctified 
All sorrow for One Man’s sake. 


This Infant of mankind, this One 
Is still the little welcome Son. 


Our hope is assured, our faith is secured, our love 
burns aflame, our worship sings anew, as we pour 
out our hearts in a prayer that God may be given 
glory on high because to men of good will, to earth, 
peace has returned. 

May all the Sisters and workers and doctors and 
patients and benefactors and friends of the hospital, 
find in our reborn Christ, the source of all their joy 
and blessedness this day, for with the poet we pray 
to Bethlehem’s Christ-Child, 

Oh Child of the promise! Lord of love! 
Oh Master of all the earth. 


On these, over infinite fields of space 
Look down, for You know them all. 


Aen M ehewitate, g 
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The National Health Program of 1945 


Alphonse M. Schwitalla, $.J. and M. R. Kneifl 


|. President Truman’s Message on the National Health Program 


THE long awaited health message of the President of 
the United States was sent to Congress on November 109. 

There can be no doubt but that Mr. Truman’s intent was 
to make a serious contribution to the official concern of the 
Government for the security of the American people. He 
says at the very beginning of his message: 

“Millions of our citizens do not have a full measure of 
opportunity to achieve and enjoy good health. Millions do 
not now have protection or security against the economic 
effects of sickness.” 

Whether or not the President’s message will be accepted 
by the people of the United States as the solution of the 
national difficulty which he points out must remain to be 
seen. Undoubtedly efforts will be made, as they have already 
been made, to translate his thoughts into legislative meas- 
ures and to build the future health care of the nation upon 
such considerations as Mr. Truman has emphasized. 


The Draft Statistics 

Mr. Truman bases much of his argument upon the draft 
statistics — upon the percentage of rejections in various age 
groups, upon the number of discharges after induction from 
the Army and Navy for physical or mental disability, and 
upon the number of those who had to be treated in the 
Armed Forces for diseases from which they suffered before 
induction. Fortunately, Mr. Truman admits and points out 
the ambiguity of these statistics and says, “These men and 
women who were rejected for military service are not nec- 
essarily incapable of civilian “work,” but there are many 
other limitations and restrictions which logically must be 
applied if the draft statistics are to be taken as a factual 
basis for a national health program. As a matter of fact, 
the national health program was the concern of the Ameri- 
can people years before our present draft statistics were 
available. All of us would applaud the sentence, that it is 
important “to resolve now that no American child shall 
come to adult life with diseases or defects which can be 
prevented or corrected at an early age.” This expression of 
an ideal and of a worthy national objective merits the full 
commendation of all of us. We feel equally grateful for 
the President’s admission, “We owe much to the skill and 
devotion of the medical profession.” 

Mr. Truman, moreover, makes an interesting distinction, 
when he tells us that the reductions in death rates “have 
come principally from public health and other community 
services” and that we have been “less effective in making 
available to all of our people the benefits of medical progress 
in the care and treatment of individuals.” Surely, a critical 
examination of this statement and especially a penetrating 
analysis of the meaning of medical practice, inclusive of 
public-health practice, would lead to a judgment quite 
different from that suggested by this statement. Of what 
good are the procedures of public health if they are not 
individualized? 

The President returns to a problem which has confronted 
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every serious student of the national health, the inequalities 
in the distribution of medical care. Efforts have been made, 
and we believe successfully, to explain these inequalities 
and to show that the inequalities are due not primarily and 
causally to medical practice but rather to inequalities in 
literally hundreds of conditions which are only remotely, 
and perhaps not at all, related to medical practice. There 
is not one of the physical or mental or moral benefits 
which we as a nation and as individuals enjoy that is not 
unequally distributed, and the thinking that a new economic 
Bill of Rights can of itself produce more generally uniform 
health security for the American people “regardless of resi- 
dence, station, or race — everywhere in the United States” is 
the expression of hopeful optimism that cannot be justified 
by medical experience in the health care of this or any other 
nation. 
The Lack of Facilities and Personnel 

The President discusses five basic problems in the national 
effort to achieve our legitimate health objectives. The first 
of these is the inadequate number and unequal distribution 
of doctors and hospitals. He recognizes the need for more 
health-caring personnel — physicians, dentists, public health 
workers, hospital administrators, nurses, and other experts. 
The United States, in proportion to its population, “has 
more (physicians) than any large country in the world, and 
they are well trained for their calling” but they have been 
unevenly distributed, some communities having enough or 
too many while others have too few. In our rural areas, the 
number of physicians is said to be diminishing. One reason 
for this is that in those areas, there are no facilities for the 
practice of medicine and another reason, “that the earning 
capacity of the people in some communities makes it difh- 
cult if not impossible for doctors who practice there to 
make a living.” 

Mr. Truman sees hope in the demobilization of 60,000 
doctors and of thousands of other professional personnel who 
are now in the Armed Forces, but quick action is required 
lest this army of health workers may be spontaneously dis- 
persed and may locate in areas where they are less needed. 
The President insists that they must be attracted into 
the less privileged areas. One way of achieving this result 
is by the development of more health facilities. There 
are too few hospitals, clinics, and health centers to take 
proper care of the people of the United States. Still, it 
is true, so Mr. Truman admits, that “the Basic problem 
in this field cannot be solved merely by building facili- 
ties. They have to be staffed; and the communities have to 
be able to pay for the services.” 


The Development of Public Health Services 
Mr. Truman then calls attention to the need for public 
health facilities and local health departments. He says that 
approximately 40,000 citizens of the United States “still live 
in communities lacking full-time local public health service” 
although 18,000 counties do maintain health departments, 
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some of which, however, “have only skeleton organizations.” 
As a consequence, water systems, sewage disposal, and the 
development of adequate sanitation leave much to be de- 
sired. There is need for protection against stream pollution 
and for the development of health promotional conditions 
throughout the nation. There is need also for more medical 
aid to expectant mothers and infants and for more care of 
the crippled and physically handicapped children. Immu- 
nological service and protection against communicable dis- 
eases must also be developed. Mr. Truman points out that 
some of the communicable diseases have become rare due to 
public health procedures. By implication, he says that the 
application of comparable measures to the reduction of 
maternal and infant mortality, to the control of tuberculosis 
and venereal disease, to the control of malaria and other 
threats to life, should result im similar grand achievements 
in the repression and extermination of disease. Surely, all 
of us would wish to share such a confident hope. 


Medical Research and Education 

The third basic problem Mr. Truman recognizes as the 
stimulation of medical research and medical education. 
Medical research must be encouraged so that it may reveal 
the possible solutions of some of the great outstanding 
medical problems— “diseases of the heart, the kidneys, 
arteries, rheumatism, cancer, diseases of childbirth, infancy 
and childhood, respiratory diseases, and tuberculosis.” There 
is also need for research in mental diseases about which we 
have done pitifully little. There are said to be at least two 
million persons in the United States who are mentally ill 
and about ten million will probably need hospitalization 
for mental illness during some period in the course of their 
lifetime. Mental patients occupy more than one half of the 
hospital beds of the country. We need more mental-disease 
hospitals, more out-patient clinics, more physicians. We 
must do something to stimulate the production of facilities 
and personnel, 


The High Cost of Medical Care 

Mr. Truman asserts that the principal reason why people 
do not receive the care they need “is that they cannot afford 
to pay for it on an individual basis at the time they need 
it.” This statement has, of course, been called into question 
on many an occasion during the last few years. In repeating 
it here, Mr. Truman uses it as the starting point of an 
argument for the prepayment of medical costs. At present, 
we are spending about four per cent of the national income 
for the aggregate of all health services. We should spend 
more as an average. Families are often called upon to spend 
a much higher percentage of their income in times of sick- 
ness and such unusually high expenditures bring the family 
face to face with crises and catastrophes. Moreover, the 
low-income groups or the groups of the population which 
have no income are now given medical care through the 
taxpayer’s money, through private charity, or through the 
kindness of individual physicians. In this part of his mes- 
sage, Mr. Truman pays a well deserved tribute to physicians: 
“Each of us knows doctors who work through endless days 
and nights, never expecting to be paid for their services be- 
cause many of their patients are unable to pay. Often the 
physician spends not only his time and effort but even part 
of the fees he has collected from patients able to pay, in 
order to buy medical supplies for those who cannot afford 
them,” but such generosity, Mr. Truman thinks, cannot 
and should not be, expected. And what about the hospitals? 


Economic Losses in Illness 

The fifth problem is the loss of earnings during sickness. 
Sickness cuts off income. On an average day, there are seven 
million persons in the United States disabled by sickness 
or injury. Of this number, three million two hundred fifty 
thousand would be working or seeking work if they were 
not ill and hence, this number is losing that many days 
of wage or salary. Mr. Truman says that “every year, four 
hundred million or five hundred million working days are 
lost from productive employment because of illness and 
accidents.” 


The Construction of Hospitals 

The President takes up these five basic problems and di- 
rects his attention toward their solution. The shortage of hos- 
pital facilities can, of course, be met by the construction of 
more hospitals, health centers, and other medical, health, and 
rehabilitation facilities. Federal funds should be made avail- 
able for such a purpose as well as for the purpose of modern- 
izing and enlarging presently existing buildings. Mr. Tru- 
man emphasizes the thought that in hospital construction 
“there should be a clear division of responsibilities between 
the states and the federal government.” The federal govern- 
ment should not construct and operate the hospitals and the 
states should share in the financial responsibility in meeting 
construction costs. Naturally, different states will be vari- 
ously able to meet such costs and this differential capacity 
of the various states must be taken into consideration in 
allocations from federal sources. 

A curious thought occurs at the end of this section of 
Mr. Truman’s message. He says, “The general policy of 
federal-state partnership which has done so much to provide 
the magnificent highways of the United States can be 
adapted to the construction of hospitals in the communities 
which need them.” One might wish that Mr. Truman would 
either have said much more about this point or have 
omitted it altogether. One cannot but wonder where the 
point of emphasis is. The subject of the sentence is “The 
general policy of federal-state partnership” but surely, Mr. 
Truman might well have found other examples of a desir- 
able federal-state partnership more akin to hospitals and 
hospital service in nature, effectiveness, purpose, and mode 
of functioning, particularly since that partnership, despite 
its magnificent achievements, has not always been so success- 
ful in its processes as to merit universal approval. 

The Catholic Hospital Association has endorsed the Hill- 
Burton Bill, S.191, for the construction of hospitals. Despite 
the fact that the Catholic Hospital Association has collab- 
orated in the drawing of this Bill, it would have preferred 
to see in this Bill greater emphasis upon the partnership 
between the voluntary and the governmental agencies in the 
health care of the nation. Frankly, also, the Catholic Hos- 
pital Association would have preferred to see in Mr. Tru- 
man’s message a recognition of the existing relationships 
with the magnificent results springing from them, between 
the governmental and the voluntary health-caring agencies. 
If Mr. Truman had chosen to emphasize these relation- 
ships as he did emphasize the federal-state relationships, 
we believe that his suggestion of a remedy for the shortage 
in physical facilities might prove to be more effective. 
The Catholic Hospital Association has other difficulties 
with the Hill-Burton Bill but the endorsement which 
the Association has given will stand and the Association 
will continue to work for the Bill’s passage. 
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The Expansion of Public Health, Maternal, and 
Child Health Services 

In suggesting a remedy for the second of the great needs 
of the country, namely, the lack of adequate public health 
services, the President commits himself unqualifiedly to the 
statement that “the federal government should co-operate 
by more generous grants to the states than are provided 
under present laws for public health services and for ma- 
ternal and child-health care.” In leading up to this conclu- 
sion, Mr. Truman again calls attention to the federal-state 
co-operative relationships in the promotion of health pro- 
grams for protection against tuberculosis and venereal disease 
and for maternal and child-health services. He pleads again 
for the increase in the number of full-time health officers 
and other essential personnel. This entire section of Mr. 
Truman’s message recalls the content of Mr. Pepper’s recent 
Bill, $.1318. One wonders why so much emphasis should 
be placed here upon this program if a universal compulsory 
health program is to be put into operation. Mr. Truman 
himself states that “a well rounded national health program 
should include systematic and widespread health and physi- 
cal education and examinations, beginning with the 
youngest child and extending into community organiza- 
tions.” This must be done because we “must discover 
defects as early as possible” and then Mr. Truman concludes 
that the community health services under federal aid “should 
complement and not duplicate prepaid medical services for 
individuals.” 

There is a sentence in Mr. Truman’s 
message which will give pause to any thoughtful stu- 
dent of Mr. Truman’s views. It reads: “The health of 
American children, like their education, should be recog- 
nized as a definite public responsibility.” Is one to conclude 
from this statement that in the health care of our American 
children, we are to parallel our national experience, our 
national policies, and our national achievements with those 
of our system of public education? Is the parallelism to be 
complete and universal and co-extensive with the nation or 
is it to be partial and restricted and geographically and 
politically limited? Is Mr. Truman here suggesting or is 
he advising or is he counseling? Is he hoping that the 
suggestion of the parallelism will bring more adherence to 
his health program? Is he willing to accept for the health 
program the parallel criticism of the critics of the public 
education system? The answer to these questions may deter- 
mine one’s basic response to the President’s recommenda- 
tions in the health field. The answer to these questions is 
all the more important in a day when the foundations of 
education, and particularly of a public system of education, 
need complete and basic re-examination. 


this section of 


Medical Education and Research 

Mr. Truman’s third recommendation is briefly stated in 
the first paragraph of this section “The federal government 
should undertake a broad program to strengthen professional 
education in medical and related fields, and to encourage 
and support medical research.” 

Federal support for education is a subject which among 
educators and thoughtful citizens has been debated for many 
years. It must be admitted that under the strains through 
which we have passed and under those which are the result 
of our immediate past experience, a greater number of 
educational institutions than formerly are losing some of 
their fear of federal support of educational programs. Never- 
theless, even today when the subject is broached, the formula 
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is becoming more and more accepted that only if federal 
support can be given without federal control of education 
can the policy of federal subsidization of education be con. 
sidered prospectively and ultimately advantageous to the 
nation. The same emphasis upon the continuance of liberty 
in education and in research is so striking a feature of the 
discussions now going on in educational and welfare fields 
with reference to the legal implementation of the Vannevar- 
Bush Report. 

President Truman pleads in this section for a co-ordination 
of the program of federal aid “to promote and support 
research in medicine, public health, and allied fields” as a 
part of a general research program, and federal aid for the 
same promotion as part of a national health program. 


Prepayment of Medical Costs 

The fourth recommendation of the President is the dis. 
tribution of the costs of medical care “through expansion of 
our existing compulsory social insurance system.” The 
President insists that “this is not socialized medicine.” 

Mr. Truman amplifies his thought by calling attention 
to the fact that through fire insurance, the law of averages 
is made to work “so as to spread the risk, and to benefit the 
insured who actually suffers the loss.” All the people, the 
sick and the well, must be put under contribution for the 
creation of an insurance fund, thus establishing a poo! out 
of which those who do fall sick are to receive the benefits 
for which they are insured. Mr. Truman sees in the experi- 
ences of the last fifteen years, a resulting better understand- 
ing of the law of averages upon which insurance plans are 
based. He says, however, that the growth of the voluntary 
prepayment plans scarcely justifies us in awaiting the uni- 
versal extension of the existing plans and so we must turn 
to a system of required prepayments, thus removing from 
the sick person all fear that his medical care will cost him 
more than he can pay for and encouraging him to consult 
a physician as promptly as possible. Such a plan must put 
laboratory services and special services at the command of 
all the insured. The prepayment should cover all services 
necessary at the time of illness inclusive of dental care, if 
and when that can be made available. My sickness must be 
made’ the concern of the nation as a whole if the risk and 
the costs are to be shared by all, thus to give me the greatest 
security at the time of illness. Mr. Truman is sure that we 
cannot rely upon a state-by-state action in introducing such 
a national system because too many years would have to 
elapse before the scheme is made universal. He pleads, how- 
ever, for local administration of the system as a keystone 
of the plan. 

Fees should be adjusted locally, subject, of course, to 
national standards, methods, and rates of pay of physicians 
and hospitals. He says that people should remain free to 
choose their own physicians and their own hospitals. He 
thinks that the removal of the financial barrier between the 
patient and the physician will really enlarge the patient’s 
freedom of choice and also the doctor’s freedom to decide 
what patient he will accept and what he will do for the 
patients whom he has accepted. 

Here again, Mr. Truman uses an interesting and a 
thought-provoking parallel. He says that the system should 
work “just as they (the people) are free to send their chil- 
dren to private instead of to public schools, although they 
must pay taxes for public schools.” 

Again, I would wish that Mr. Truman had amplified 
this thought or had refrained fram expressing it. Its mere 








mention raises so many unanswered and, perhaps, un- 
answerable questions. Surely, Mr. Truman does not expect 
that all of the population groups of the country will regard 
this statement, this parallel, as an argument in favor of a 
compulsory prepayment plan. Or is the suggestion a frank 
appeal for the transfer of an approving majority opinion 
from the existing school system to the proposed health 
system? Surely also, the President cannot but see the vast 
differences in the implications of a compulsory and universal 
public school tax and a compulsory and universal health tax. 

In this section, the President does give some attention to 
the voluntary hospitals, agreeing that they must participate 
in the system, that they must retain their administrative 
independence, that they should be entitled to furnish services 
under the insurance system, and that they should be re- 
imbursed for the services which they render. Mr. Truman 
insists that the American people will not be frightened off 
from health insurance because some people have misnamed 
it “socialized medicine.” Mr. Truman adopts the definition 
of socialized medicine which in another connection Senator 
Wagner has made his own: “Socialized medicine means 
that all doctors work as employees of Government.” He 
rejects such a system and says that his proposal does not 
contemplate such a scheme. 

Mr. Truman desires “the broadest possible coverage for 
this insurance system” and requests that all persons “who 
work for a living and their dependents should be covered 
under such an insurance plan” — wage and salary earners, 
the self-employed, professional persons, farmers, agricultural 
laborers, domestic employees, governmental employees, and 
employees of non-profit institutions and their families. 

Finally, in his desire for universal coverage, Mr. Truman 
pleads that “needy persons . . . should be covered through 
appropriate premiums paid for them by public agencies.” 
This plan, fundamental in a public assistance program, can 
be made to work through increases in the federal funds 
made available by the Congress. 

The broad program can be made to work if payments 
equal to about four per cent of the national earnings up to 
$3,000 a year can be made the premium, preferably up to 
$3,600 a year. The amount of money thus yielded would 
be sufficient “to pay most doctors more than the best they 
have received during peace-time years.” 


Indemnity for the Loss of Wages 
Finally, “The workers of the nation and their families 
should be protected against loss of earnings because of 


illness . . . this protection can be readily and conveniently 








provided through expansion of our present social insurance 
system, with appropriate adjustment of premiums.” 


Conclusion 

At the end of his message, Mr. Truman turns his thoughts 
to our returning veterans. He points out that our veterans 
during their life in the Armed Forces have been accustomed 
to the best medical and hospital care. As they are separated 
from the Forces and returned to civilian life, they will no 
longer be eligible for such care except in connection with 
service-connected disabilities. These men deserve “continued 
adequate and comprehensive health service, and their de- 
pendents deserve it, too.” And, lastly, the nation as a whole 
in its appreciation of modern achievements in medicine and 
public health, demands the application of these achievements 
to our civic life and insists that this application must be 
effected speedily and universally. 

The President’s message presents a logically coherent 
system of medical and hospital care for the nation. The 
acceptance of the program, as a whole, depends upon the 
acceptance by the nation of the various elements of the 
program. These component elements are diversely acceptable 
for their economic, their professional, their social, their 
ethical validity. They are diversely verifiable, factually, his- 
torically, statistically. Can the objective national health 
organization be erected as physically stable and coherent 
as the national health plan is envisioned logically solid and 
sequential, out of elements so diverse in their reliability and 
their permanence? The President has supplied the building 
materials and the plan; the Congress will or will not erect 
the national health organization. 

But a word of warning may be uttered by those who have 
studied the elements of the program at close range and with 
minute intimacy. Not once only, but many times, have these 
elements been studied by amateurs and experts alike. The 
properties of these elements are well known. Experiments 
have been made to fit these elements together. The experi- 
ments have shown that sickness is more than economics — 
that medical care is more than “the job” of a person holding 
an M.D. degree — that hospital care costs more than dollars. 
You may fit these elements together but they remain the 
same elements. Their place in the structure does not alter 
their nature. 

Could it possibly lead to misunderstanding to suggest that 
the desire for freedom from fear of the flood inspired the 
building of the Tower of Babel? The component elements 
were assembled, but there ensued the confusion of tongues. 
And the tower was never built. 
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IN Hosprrat Procress, August, September, and October, 
1945, the present authors presented a summary of the 
so-called Wagner-Murray-Dingell Bill, S. 1050, introduced 
by Senator Wagner on May 24, 1945. The Bill was referred 
to the Committee on Finance. It will be recalled that S. 1050 
contains many parts, all related to each other and unified 
under the broad concept of The Social Security Amend- 
ments. On November 19, President Truman presented to 
Congress his comprehensive message dealing with the 
National Health Program. The message, after being pre- 
sented in the Senate, was referred to the Committee on 
Education and Labor. Immediately after this action, Senator 
Wagner addressing the President pro tempore of the Senate, 
spoke as follows: 

“Mr. President, on behalf of myself and the distinguished 
Chairman of the Committee on Education and Labor, I 
ask unanimous consent to introduce the Bill which I send to 
the desk and request that it be referred to the Committee 
on Education and Labor. The Bill proposes to establish a 
National Health Program along the lines set forth by the 
President in his message on this subject just read. Represent- 
ative Dingell has introduced a companion Bill in the House 
of Representatives.” 

The presiding officer referred the Bill, as requested by Mr. 
Wagner, and stated that S. 1606 provides “for a National 
Health Program.” Mr. Wagner then traced forward from 
1940 his own interest in and connection with a National 
Health Program. He pointed out that in 1940 he, with Sena- 
tor George of Georgia, introduced a Hospital Construction 
Bill, and then says that the five intervening years of study 
have enabled him to introduce the present Bill which is “an 
improved Bill . . . the result of the constructive suggestions 
of many outstanding medical authorities and of labor, farm, 
consumer, and health organizations interested in improving 
the nation’s health.” Mr. Wagner then quoted from a state- 
ment entitled, “Principles of a Nationwide Health Pro- 
gram,” issued a year ago “by twenty-nine leading health 
experts inclusive of thirteen outstanding doctors.” This state- 
ment points out that there are “unmet needs for medical 
care” and that, while there has been a gratifying reduc- 
tion in the death rate in the United States, “the lower- 
ing of death rates is not an adequate measure of the extent 
to which medical care is available or needed.” Inequalities 
in the death rate and in the incidence rates of disease in the 
various states are, however, regarded as indices of unmet 
needs and opportunities. The statement quoted by Senator 
Wagner goes on to insist that “Medical services should be 
made financially accessible to all through a national system 
of contributory health insurance, combined with taxation, 
in behalf of people without sufficient income, preventive 
services, and needed extensions and improvements of 
facilities.” 

It was pointed out that to make the plan effective, by 
reason of its magnitude, its administrative costs and the 
comprehensive services which are needed, “financial par- 
ticipation in the system (must) be required by law.” It is 
noteworthy that the statement says, “The contribution for 
medical-care insurance will not mean an added burden on 
the earnings of workers. The American people are now 
spending for physicians’ services and hospitalization enough 
to provide for all with only minor supplementation, if these 
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Il. The National Health Act of 1945 








payments are regularized, instead of falling with disastrous 
uncertainty.” 

Mr. Wagner then presented the official statement of 
policy on Medical Care in a National Health Program, 
adopted in October, 1944, by the American Public Health 
Association. This statement calls attention to the following: 


(1) A large portion of the population receives insufficient 
and inadequate medical care because these people 
are unable to pay the costs. 

(2) There are extensive deficiencies in the physical facili. 
ties for providing reasonably adequate services. 

(3) There are extensive deficiencies in the number and 
the distribution of personnel needed to provide these 
services. 

(4) There are extensive deficiencies in the number and 
categories of personnel qualified to administer facili- 
ties and services. 

(5) Many communities still are not served by public 
health departments and others are inadequately 
served. 

(6) Expansion of scientific research is urgently needed. 


Mr. Wagner then summarized his Bill, stating that 
the five provisions which he has included “will make 
available basic health services to all the. people wherever 
they may live and whatever their income may be.” At the 
end of his summary, he says that the five provisions are 
essential “to the development of a broad National Health 
Program.” They must, however, be supplemented by other 
provisions in order to insure a truly comprehensive National 
Health Program. 

Then Mr. Wagner asked that there be included in the 
record the remainder of his statement including a document 
entitled, “Questions and Answers about the Prepaid Medical 
Care Provisions of the National Health Act of 1945.” 

A summary of S. 1606 will constitute Part II of this 
article, and a reprint of the “Questions and Answers,” to- 
gether with comments by the authors will constitute Part 
III of this paper. 

‘It should be noted that S. 1606 contains essentially the 
sections of S. 1050 dealing with the National Social Insur- 
ance System, as it is called in S. 1050, or the Prepaid Per- 
sonal Health Service Benefits, as it is called in S. 1606. In- 
troductory to this central section of the Bill, there are 
provisions for grants to states for maternal and child health 
services and for services to crippled children, but a third 
section of the old S. 1050, Child Welfare Services, is 
omitted in S. 1606. The provisions of S. 1606, with reference 
to grants to states for public health services, are couched in 
terms of principles and of administrative provisions, except 
in a few instances where specific sums are authorized to be 
appropriated, as, for example, where there is an appropria- 
tion of ten million dollars per year for certain preventive 
medicine activities and where there is provision of five 
million dollars a year for the establishment and develop- 
ment of public health departments in the states, particularly 
in rural communities and economically depressed areas. 
For these reasons, the Bill was referred rather to the 
Committee on Education and Labor, than to the Committee 
on Finance, as the old S. 1050 had been referred. 

The Bill, as now proposed, begins with an authorization 



















for the appropriation of sufficient funds to carry out the 
purposes of venereal-disease prevention, treatment, and 
control. There follows a section authorizing an appropria- 
tion of ten million dollars a year for the prevention, treat- 
ment, and control of tuberculosis. Then there follows the 
rovision for the extension and improvement of public 
health work. It is important to note that Section 314, with 
its twelve sub-sections, some of them with further sub- 
divisions, all pertain to the achievement of public health 
purposes, but public health itself is defined in very broad 
terms as including, for the purposes of this legislation, 
“customary and accepted functions, services, and activities 
of public-health agencies with respect to: public-health ad- 
ministration; training of personnel; vital statistics; sanitation 
of the human environment; control of communicable and 
preventable diseases; laboratory services; protection of health 
in maternity, infancy, and childhood; public-health educa- 
tion; public-health nursing; research and the performance of 
demonstrations; medical and related services for prevention 
or mitigation of sickness or disability and for the prevention 
of premature death; planning and co-ordination of health 
services and activities; enactment and enforcement of neces- 
sary standards and regulations; production or procurement, 
and distribution, of therapeutic and prophylactic prepara- 
tions; and related matters.” It does not include, and some 
of these exclusions are significant, “construction of hospitals, 
water supplies, sewerage or other waste-disposal systems, or 
of other facilities; operation or maintenance of hospitals 
(except hospitals for persons afflicted with infectious dis- 
eases), water supplies, sewerage or other waste-disposal 
systems; and related matters.” 

For the public health services listed, an appropriation of 
ten million dollars a year to the states is authorized. From 
this amount, the Surgeon General, with the approval of 
the Federal Security Administrator, will make allotments 
to the states on the basis of the population, the size of the 
venereal-disease and the tuberculosis problems in that state, 
and the financial need of the state. The Surgeon General 
certifies the amount to be paid to each state and the Secre- 
tary of the Treasury makes the payments, provided that the 
state spends for the same general purposes, an amount de- 
termined in accordance with regulations. There is also 
authorized an amount to be appropriated for the extension 
and improvement of public health work according to certain 
regulations and in conformity with approved state plans. 


Maternal and Child Health Services 

For both maternal services and child health services, there 
are sections authorizing appropriations sufficient to carry out 
the purposes of the Act under these several functions. Spe- 
cial provision is made for the use of the appropriation not 
only for maintaining services and providing them to mothers 
and children but, in the case of crippled children, for lo- 
cating these children and for devising effective measures 
inclusive of demonstrations as part of a treatment and cor- 
rective program. For both maternal service and crippled 
children’s services, provision is made to defray the costs of 
demonstrations and the treating of personnel out of the 
appropriations. For both of these services, moreover, the 
conditions for the approval of state plans are more or less 
alike with, of course, such changes as the nature of the 
care given to these two groups of patients would demand. 
In the case of the crippled children’s services, a single state 
agency must be designated to carry on this work, and that 
agency must effect proper co-ordination with the state plan 


for maternal care. The merit basis is prescribed for the 
administrative personnel. The character of the reports must 
be prescribed by the state plan and sufficient flexibility must 
be permitted in it to provide-for extension and improvement 
of the various services. The state plans for both maternal 
and crippled children’s services must provide for co-operation 
with the medical, health, nursing, education, and welfare 
groups and organizations, and must also permit the accept- 
ance of working agreements with any public agency or 
agencies administering services related to maternal services 
and crippled children’s services, such as public agencies 
concerned with nursing, education, welfare, assistance, social 
insurance, workmen’s compensation, labor, industrial hy- 
giene, or medical care. With reference to both the maternal 
services and the crippled children’s services, the state plan 
to be approved must provide that the services are available 
“to all mothers and children and crippled children in the 
state or locality who elect to participate in the benefits of 
the program.” Finally, an approved state plan must give 
authority to a state agency to make and publish rules and 
regulations, but the Chief of the Children’s Bureau shall 
approve any plan which fulfills these various conditions. 

The administrative procedures which follow in Sections 
125 to 130, provide methods for making payments to states; 
prescribe certain details concerning the operation of state 
plans, especially when an opportunity for a hearing is to be 
given to a state agency; they define the methods of arriving 
at the federal grant percentages; they prescribe the proce- 
dures by which the Children’s Bureau shall aid in the 
financing of studies, demonstrations, and investigations, and 
carry on research; they define the geographical extent of the 
application of the Act; and, finally, authorize the appro- 
priation of five million dollars for the expenses of the 
Children’s Bureau in administering the maternal services 
and the crippled children’s services, 


The Public Assistance Plan 

In the past, the previous efforts at drafting a satisfactory 
National Health Program have been criticized because the 
Program itself did not include provisions for the care of the 
indigent and the medically indigent. S. 1606 attempts to 
meet this criticism. There is authorized to be appropriated 
for the purpose of enabling each state “to provide medical 
care . . . for needy persons” the sum of ten million 
dollars for the fiscal year ending June 30, 1946, and what- 
ever sum may be needed for the fiscal years thereafter. 
These sums shall be paid to those states whose plans for the 
medical care of needy persons have been approved by the 
Social Security Board. 

The requirements for an approvable state plan in this 
public assistance program are particularly interesting. It is 
required that the plan should be in effect in all political 
subdivisions of the state, and once it is so in effect, it will 
be considered mandatory upon those political subdivisions. 
The financing of the state program is on the basis of a 
matching procedure, and the total amount of money avail- 
able for this public assistance must be sufficient to meet in 
full the need of individuals for medical care throughout the 
state. The state must provide a single state public assistance 
agency and must permit opportunities for hearings and 
appeals. Personnel administration must be on a merit basis. 
Adequate reporting is required together with safeguards 
restricting the use of the reports. The determination of the 
state’s needs for medical care must take into consideration 
the requirements of the individual together with his income 
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and resources. Plans which conform to these broad specifi- 
cations must be approved. There shall not be included in 
the requirements a condition of eligibility demanding a 
citizenship or residence requirement, nor any requirement 
which excludes from participation in the Social Security 
Act as amended, any recipient of public assistance under a 
state plan. 

There follow a number of sections dealing with adminis- 
trative procedures inclusive of the payments to states, the 
computation of the amounts to be paid to the states, the 
operation of state plans, the method of calculating the 
federal-grant percentages, and administrative provision. To 
secure the medical care, insure the availability of medi- 
cal care and to give it as required, appropriate agree- 
ments may be entered into with public agencies, such 
as the Surgeon General of the Public Health Service and 
the Chief of the Children’s Bureau, and medical care may 
be provided either by the state or local public assistance 
agency administering the plan for medical care or in 
accordance with agreements between the state or the local 
agency or through arrangements by state or local public 
agency with the Surgeon General, in which case equitable 
payments will be made as provided for in the sections 
dealing with the Personal Health Service Account. 


Prepaid Personal Health Service Benefits 

This section of the Act includes the whole remainder of 
S. 1606, Sections 201-216 inclusive. Its basic provision is 
that every individual who is currently insured and who has 
been found to be eligible shall be entitled to receive personal 
health service benefits by reason of his dependency, unless 
he be entitled to receive them under other than dependency 
provisions. Moreover, individuals entitled to receive monthly 
benefits under Title II of the Social Security Act shall also 
be entitled to these same personal health service benefits. 

In the administration of this Act, the Surgeon General 
shall perform the various duties imposed upon him by the 
Act under the supervision of the Federal Security Adminis- 
trator. There is constituted by the Act, in another section, 
an Advisory Council which Council must be consulted by 
the Surgeon General with reference to questions of general 
policy and administration, and the Board must consider 
itself obliged to study and to make recommendations as to 
the most effective methods of providing personal health 
service benefits. With the advice of the Advisory Council 
and the approval of the Federal Security Administrator, the 
Surgeon General will negotiate and periodically re-negotiate 
agreements with the appropriate agencies both public and 
private, and also with private persons to utilize their various 
services and facilities. The Surgeon General is enjoined to 
pay fair, reasonable, and equitable compensation for such 
services, and to receive reimbursements when such are 
available. He is also empowered to negotiate and re-negotiate 
agreements for the purchase of supplies and commodities 
subject to limitations contained in the Act itself. The Sur- 
geon General is also enjoined to enter into agreements with 
the Chief of the Children’s Bureau and with the Social 
Security Board, so that proper co-ordination and correspond- 
ing working arrangements may be secured, thus effecting 
an integrated health service for the nation. 

In this connection, it is important to note that the Surgeon 
General is to give priority and preference to the utilization 
of facilities and services of state and local departments or 
agencies on the basis of mutual agreements with such de- 
partments or agencies. The Surgeon General shall also have 
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the power to delegate his responsibility and to prescribe and 
publish rules and regulations, and to require records and 
reports with reference to questions of general policy and 
administration. Generally speaking, such rules and regula. 
tions require antecedent consultation with the Board and 
approval of the Federal Security Administrator and, under 
some conditions, antecedent consultation with representatives 
of local departments and agencies. It is incumbent on the 
Surgeon General to keep the Secretary of the Treasury 
informed of all his commitments. 

The Surgeon General is empowered to appoint local-area 
committees to aid him in his administration. The members 
of such committees shall be selected from panels of names 
“submitted by the professional and other agencies and 
organizations concerned with medical, dental, and nursing 
services and education and with the operation of hospitals 
and laboratories and from among other persons, agencies, or 
organizations informed on the need for or provision of 
medical, dental, nursing, hospital, laboratory, or related 
services and benefits.” Hence, in these local-area committees 
there will sit as members, first, representatives of the medical 
and other professions, and, secondly, public representatives, 
these two classes in such proportion as probably to provide 
fair representation to the principal interested groups that 
furnish and receive personal health services. These Com- 
mittees must be frequently consulted by the local representa- 
tives of the Public Health Service. The committees will 
make annual and special reports with recommendations. 
There shall also be appointed committees having correspond- 
ing functions but on a state level. 

There is authorized to be appropriated for each fiscal year 
a sum sufficient for all necessary expenses of administration, 
inclusive of the expenses for the functioning of the Board 
and of the Advisory Council. Moreover, the appointment of 
adequate Public Health Service personnel in such grades 
as may be necessary for the efficient administration is also 
authorized. The members of the Regular or the Reserve 
Corps of the Public Health Service, as well as commissioned 
officers, may be assigned to duty in the various bureaus, 
divisions, sections, and other units of administration as may 
be established by the Surgeon General for carrying out these 
various provisions. Finally, the Surgeon General is required 
to make a report to Congress at the beginning of cach 
regular session, and the report must contain a record of the 
consultations which he held with the Advisory Council, of 
the recommendations made by the Advisory Council, and 
of his comments on these recommendations. 


National Advisory Medical Policy Council 

The National Advisory Medical Policy Council is to con- 
sist of the Surgeon General, as Chairman, and of sixteen 
members, appointment is to be made by the Surgeon Gen- 
eral himself, with the approval of the Federal Security 
Administrator. The sixteen members shall be selected “from 
panels of names submitted by the professional and other 
agencies and organizations concerned with medical, dental, 
and nursing services and education and with the operation 
of hospitals and laboratories and from among other per- 
sons, agencies, or organizations informed on the need for 
or provision of medical, dental, nursing, hospital, laboratory, 
or related services and benefits.” The Advisory Medical 
Policy Council is thus established on a national level, prac- 
tically in the same manner as the local-area committees are 
established on the local level. The Advisory Council must 
meet not less than twice a year or whenever four of its 











members request a meeting. After the initial.appointments 
each member shall hold office for a term of four years. 
Each member shall receive compensation at a rate not 
to exceed $25 per day while in attendance at the meetings 
of the Advisory Council and for the time devoted to 
oficial business, inclusive of travel time..Each member 
of the Advisory Council shall be provided by the Surgeon 
General with such secretarial, clerical, or other assistants 
as Congress may authorize. The Advisory Council will 
concern itself, and will advise the Surgeon General with 


reference to: 


1) Professional standards of quality; 

2) The designation of specialists and consultants; 

3) The methods for achieving the attainment of high 
standards in the various services which are rendered 
within the plan; 

4) The standards to be applied to participating hospitals, 
to the co-ordination of hospital services, and to in- 
clusion in the list of participating hospitals; 

5) The methods of paying for the personal health service 
benefits; 

6) Studies and surveys of the quality and adequacy of 
the personal health services; and 

>) Grants-in-aid for professional education and for re- 
search projects. 


The Advisory Council shall establish special advisory, 
technical, regional or local committees or commissions to 
advise upon general or special questions or professional 
and technical subjects and related matters. 


Methods and Policies for Administration 

Any physician, dentist, or nurse legally qualified by a 
state to furnish services included as personal health services 
shall be qualified to furnish such service as benefits under 
this Act, and this provision includes not only individuals 
but also groups of physicians, dentists, or nurses or com- 
binations of the various members of these various profes- 
sions. 

Every individual who is entitled to receive personal 
health service benefit shall be permitted to select from 
among those designated to give these services the particular 
individual from whom he desires to receive such benefit; 
it being understood that the practitioner or the group 
of practitioners may use his choice in accepting responsibility. 
The individual may either manifest his choice personally 
or through a representative of his own choosing and the 
same shall hold for groups of individuals who manifest 
their choice. 

Provision is made for specialists’ and consultants’ services 
and the professional persons just designated shall be entitled 
to special rates of compensation provided for them through 
designation by the Surgeon General as persons qualified 
to furnish specialist or consultant services. When the 
Surgeon General designates individuals as specialists or 
consultants, he also designates the class or classes of 
specialist or consultant services which a particular individual 
is listed as competent to render. In arriving at his con- 
clusions, the Surgeon General shall utilize, as far as is 
consistent with the purposes of this title, standards and 
certifications by competent agencies, and shall publish a 
list of individuals whom he thus designates in the various 
local areas. The lists are revised from time to time. 

The services. of specialists or consultants shall ordinarily 
be available only upon the advice of the general or family 











practitioner or of a specialist or consultant attending an 
individual patient. If an individual patient requests the 
services of a physician who is a specialist or consultant, the 
granting of this request is subject to approval by a medical 
administrative officer appointed by the Surgeon General. 
In defining the method of administration, it is stated that 
the making of payments shall insure the prompt and 
efficient care of individuals; shall promote personal relation- 
ships between physician and patient; shall provide profes- 
sional and financial incentives for the professional advance- 
ment of practitioners; and encourage high standards in 
the quality of services furnished as benefits. Thus, oppor- 
tunities for graduate study will be provided; there will be 
co-ordination among the services furnished by the general 
and family practitioner; the specialists’ and consultants’ aid 
will be available in the prevention of disease, disability, 
and premature death; and adequate service will be furnished 
with the greatest economy consistent with high standards. 

The payments to physicians who are practitioners shall 
be made either (1) on the basis of fees for service rendered 
or (2) on a per capita basis, the amount depending on the 
number of individuals entitled to benefit on a particular 
practitioner’s list or (3) on a salary basis, whole or part 
time or (4) on a combination or modification of these 
various bases. In selecting from among these various meth- 
ods, the Surgeon General will be guided by the majority 
opinion of the medical practitioners or dental practitioners 
in a given area but the Surgeon General may make pay- 
ments by other methods either to individuals or to groups, 
and the Surgeon General must be considered free to make 
agreements and to authorize payments under the agree- 
ments for integrated plans through which both hospitaliza- 
tion and medical care benefits are being furnished as may 
be found, for example, in some teaching hospitals. In mak- 
ing payments to those designated as specialists and con- 
sultants, the Surgeon General is practically left free to adopt 
any one of the various methods of making payment, but 
there must be antecedent agreement between the Surgeon 
General and the particular physician. 

The rates of payment for services furnished as benefits 
may be nationally uniform or may be variable by regions 
or localities. All payments should be adequate especially 
in terms of annual income or its equivalent, and by refer- 
ence to annual incomes customarily received by physicians, 
dentists, or nurses of a particular age or a particular kind 
of specialization, or the type of community, or the skill, 
experience, and responsibility involved in furnishing serv- 
ice. The Surgeon General, for the purpose of maintaining 
high standards of quality in service, may prescribe the 
maximum limit in the number of patients who shall be 
treated at a particular time by a particular practitioner or 
group of practitioners either in medicine or in dentistry, or 
either as individuals or as group practitioners. 

In a particular area in which payments are on a per 
capita basis, the Surgeon General may make such per 
capita payments on a prorated basis among the practitioners 
of groups of practitioners on the list of that local area 
with respect to individuals who, after, due notice, have 
failed to select a general or family practitioner or who have 
been refused as patients by a practitioner or practitioners. 

The Act holds that practitioners of a particular local area 
are more or less responsible under a collective responsibility 
for the health care of that area. “In each local area the 
provision of general medical or general dental benefit . . 
shall be a collective responsibility of all qualified general 
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. . . or family practitioners, or of all qualified general 
dental practitioners in the area.” Home nursing shall be 
made available only on the special advice of the attending 
physician. 

Participating Hospitals 

The Surgeon General shall organize a list of institutions 
which are to be regarded as participating hospitals. The 
list is to be revised from time to time but should include 
all the institutions which are found to meet the require- 
ments. Before including a hospital in the list of participating 
hospitals, the Surgeon General is to make findings of 
fact and decisions as to the status of any institution as a 
participating hospital, in accordance with the general stand- 
ards previously prescribed by him after consultation with 
“the Advisory Council. 

A particular hospital if it has been dropped from the list 
may be reinstated in the list by petitioning for such in- 
clusion and the petition shall set forth information which the 
Surgeon General deems necessary to establish the institu- 
tion’s eligibility. If an institution has been denied inclusion 
in the list, the Surgeon General shall give the hospital 
reasonable notice and an opportunity for a fair hearing 
with respect to the decision. On the basis of evidence at 
the hearing, the Surgeon General shall affirm, modify, or 
reverse his findings of fact and his previous decision. 

The Surgeon General shall not, however, exercise super- 
vision or control over a participating hospital nor prescribe 
its administration, personnel, or operation. 


Appeal and Review 
The Surgeon General is authorized to establish neces- 
sary and sufficient appeal bodies. These appeal bodies are 
established “to hear complaints from individuals . . . from 
practitioners . . . and from participating hospitals.” The 
Surgeon General must regard the findings, conclusions, 
and recommendations of appeal bodies and take such steps 
as may be appropriate and as are indicated by the findings, 
provided that these findings be not contrary to other pro- 
visions of the Act. He shall remedy the grounds for com- 
plaints. The Surgeon General shall also establish appeal 
bodies “to hear and determine disputes among practitioners 
and/or participating hospitals . . .” provided that with 
respect to complaints or disputes involving matters or 
questions of professional practice or conduct, the hearing 
body shall contain competent and disinterested professional 
representation and if the complaint or dispute involves only 
matters or questions of professional practice, the hearing 
body shall consist exclusively of such professional persons. 
In the functioning of these various appeal bodies, the 
Surgeon General will have all the powers and duties con- 
ferred upon the Board by the appropriate sections of the 
Social Security Act as amended. (These powers are of great 
importance as they permit the Surgeon General to subpoena 
witnesses and to put them under oath and to perform 
other judicial acts). The Board is also authorized to make 
findings of fact and decisions as to the rights of any in- 
dividual applying for benefits under this title, and shall have 
all the powers and duties conferred upon it under certain 
titles of the Social Security Act with reference to the exercise 
of such powers and duties and subject to appropriate limita- 
tions. 
Limitations on Benefits 
With reference to the limitations of the Surgeon Gen- 
eral’s functions and duties and the benefits conferred upon 
individuals under the Act, the following may be mentioned: 
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no individual shall be entitled to receive benefits under 
this act with respect to an injury or a disease or a disability 
on account of which be is receiving medical or another 
form of health care under a Workmen’s Compensation 
provision. In the case of doubt whether a particular in. 
dividual is entitled to benefits under this Act, the services 
should be rendered and subsequent readjustments between 
the Surgeon General and other appropriate agencies of the 
Government shall be made. This mode of resolving the 
doubt shall be extended to all persons for whom Congress 
makes provision inclusive of needy persons entitled to 
medical care under the public assistance provision of the 
Act. 

The Surgeon General also has another important and 
far-reaching power under the terms of this Bill. He may for 
a particular year, after consultation with the Advisory 
Council and the approval of the Administrator, determine 
that an individual receiving services shall be required to 
pay a physician or dentist or nurse, a fee with respect 
either to the first service or with respect to each service in 
a period of sickness or course of treatment. This determina- 
tion shall be made only after good and sufficient evidence 
indicates that it is necessary and desirable to prevent or 
reduce abuses. 

The Surgeon General may also determine to limit the 
application of fees to home calls or to office visits or to 
both, and he may fix the maximum total amount of such 
fee payment in a particular period of sickness or course of 
treatment, and may provide for differences in the maximum 
size of fees or of the total amount of fees paid in urban and 
rural areas and with reference to fees paid in the different 
states or communities. If the Surgeon General has made 
such determinations they shall be withdrawn as soon as it 
may be practical to do so. 

Again, the Surgeon General may, under the usual safe- 
guards provided in the Act, determine for any calendar 
year the content and extent of general dental, special dental, 
or home nursing benefit provided that by July 1, 1947, the 
general dental or special dental benefit shall include at 
least a dental examination, prophylaxis, extraction of teeth 
considered injurious to the general health of the individual, 
and treatment of acute diseases of the teeth, of their sup- 
porting structures, and adjacent parts. With respect to such 
benefits, the Surgeon General may also fix an age above 
which the restriction on content shall apply. 

And, finally, with respect to home-nursing benefits, a 
restriction of content may be effected by a limitation of 
the service to part-time care or hourly or visit basis, by 
limitation of the types of cases receiving such benefit by 
limitation of the maximum amount of service per case or 
otherwise as may be practical or necessary. 

The maximum number of days in any benefit year for 
which an individual shall be entitled to hospitalization shall 
be 60, except when the Surgeon General finds that funds 
are adequate to permit the increase in the period of hos- 
pitalization to not more than 120 days for the following 
calendar year. If an individual desiring hospitalization ap- 
plies for it more than go days after hospitalization has been 
begun or, in the case of tubercular or psychiatric patients, 
more than 30 days following the diagnosis, or, after the 
patient has been admitted into a hospital or institution for 
mental or nervous diseases, or into a tuberculosis sanatorium, 
the application for hospitalization benefits shall not be valid. 
The Surgeon General under defined conditions may also 
limit the current and prospective amounts to be paid for 
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laboratory benefits as well as the amounts to be paid for 
supplies or commodities; he may also determine a specified 
fraction of the cost of such various services which will be 


carried by the plan. 


Dental, Nursing, and Other Benefits 

The Surgeon General is enjoined by one of the sections 
of the Act to study and to make recommendations as to the 
most effective methods of providing dental, nursing, and 
other needed benefits not already provided or not currently 
furnished under the present Act. He shall also make similar 
studies and recommendations with reference to supplying 
the needs of the chronically sick and of persons afflicted 
with mental or nervous diseases and a report of these studies 
thus made by him shall be available not later than three 
years after the effective date of this title. 


Personal Health Services Account 

A separate account is to be created on the books of the 
Treasury of the United States to be known as the “Personal 
Health Services Account.” This proposal authorizes to be 
appropriated to this new account such sums as may be 
required to finance the benefits contemplated under the 
Act. The Secretary of the Treasury shall credit quarterly 
to the account amounts equivalent to three per cent of the 
wages paid after June 30, 1946, with respect to employment 
after such date. The amounts credited to the new account 
shall be available only for the payment or provision of 
benefits and for administrative expense. 


Grants-in-Aid for Medical Education and Research 

The Surgeon General is authorized and directed to ad- 
minister grants-in-aid to non-profit institutions and agencies 
engaging in research or in undergraduate or post-graduate 
professional education. The projects for which such grants 
arc made must be submitted in a proper application from 
the petitioning agency and must be found by the Surgeon 
General, with the advice of his Council, and after consulta- 
tion with other federal departments, as giving promise of 
making valuable contribution to the education or training 
of persons useful to or needed in furnishing services to the 
beneficiaries under this Act. Among these services, contri- 
butions to human knowledge with respect to the cause, 
prevention, medication, diagnosis, and treatment of diseases 
and disabilities are recognized. Up to January, 1946, prefer- 
ence shall be given to grants-in-aid of projects dealing with 
aid to service men. 

For the calendar year 1946 the sum of ten million dollars, 
and for the calendar year 1947 the sum of fifteen million 
dollars, are authorized to be appropriated, and for each 
calendar year thereafter, an amount equal to two per cent 
of the amount expended for benefits under the entire pro- 
gram in the last preceding fiscal year. 


Definitions 
The definitions given in the Act are thought to be of 
such importance to hospitals interested in the legislative 
fate of this Bill that they are reproduced here in full: 


a) The term “personal health service benefits” includes general 
medical benefit, special medical benefit, general dental benefit, special 
dental benefit, home-nursing benefit, laboratory benefit, and hospital- 
ization benefit. 

b) The term “general medical benefit” means services furnished 
by a legally qualified physician or by a group of such physicians, in- 
cluding all necessary services such as can be furnished by a physician 
engaged in the general or family practice of medicine, at the office, 





home, hospital, or elsewhere, including preventive, diagnostic and 
therapeutic treatment and care, and periodic physical examination. 

c) The term “special medical benefit” means necessary services, 
requiring special skill or experience, furnished at the office, home, 
hospital, or elsewhere by a legally qualified physician who is a 
specialist or consultant with respect to the class of service furnished, 
by a group of such physicians, or by a group of physicians including 
such specialists or consultants. 

d) The term “general dental benefit” means services furnished by 
a legally qualified dentist or by a group of such dentists, including 
all necessary dental services such as can be furnished by a dentist 
engaged in the general practice of dentistry (with or without the aid 
of an assistant or hygienist under his direction) and including preven- 
tive, diagnostic and therapeutic treatment, care and advice, and 
periodic examination. 

¢) The term “special dental benefit” means necessary services, re- 
quiring special skill or experience, furnished at the office, hospital, or 
elsewhere by a legally qualified dentist (with or without the aid of 
an assistant, a hygienist, or anesthetist under his direction) who is a 
specialist or consultant with respect to the class of service furnished, 
by a group of such dentists, or by a group of dentists, including such 
specialist or consultants. 

f) The term “home-nursing benefit” means nursing care of the 
sick furnished in the home by (1) a registered professional nurse; or 
(2) a practical nurse who is legally qualified by a State or, in. the 
absence of State standards or requirements, who is qualified with 
respect to standards established by the Surgeon General after consulta- 
tion with the Advisory Council and with competent professional nurs- 
ing agencies, and who furnishes nursing care under the direction or 
supervision of the State health agency, the health agency of a political 
subdivision of a State, or an organization supplying and supervising 
the services of registered professional nurses. 

g) The term “laboratory benefit” means such necessary laboratory 
or related services, supplies, or commodities as the Surgeon General 
may determine, including chemical, bacteriological, pathological, diag- 
nostic and therapeutic X-ray and related laboratory services, refrac- 
tions, and other ophthalmic services furnished by a legally qualified 
practitioner other than a physician, physiotherapy, special appliances 
prescribed by a physician, and eyeglasses prescribed by a physician or 
other legally qualified practitioner: Provided, That when any such 
services, supplies, or commodities are provided to a_ hospitalized 
patient, or are provided by a physician or dentist incidental to services 
furnished under subsections (b), (c), (d), and (e) of this section, 
payment for such services, supplies, or commodities shall be included 
in payments for hospitalization or for services furnished under such 
subsections, respectively, as otherwise provided in this title. 

h) The term “hospitalization benefit” means an amount, as deter- 
mined by the Surgeon General after consultation with the Advisory 
Council: Not less than $3 and not more than $7 for each day of hos- 
pitalization, not in excess of thirty days, which an individual has had 
in a period of hospitalization; and not less than $1.50 and not more 
than $4.50 for each day of hospitalization in excess of thirty in a 
period of hospitalization; and not less than $1.50 and not more than 
$3.50 for each day of care in an institution for the care of the 
chronic sick. In lieu of such compensation, the Surgeon General may 
enter into contracts with participating hospitals for the payment of 
the reasonable cost of hospital service at rates for each day of hos- 
pitalization neither less than the minimum nor more than the max- 
imum applicable rates specified in this subsection, such payment to be 
full reimbursement for the cost of essential hospital services, including 
the use of ward or other least expensive facilities compatible with the 
proper care of the patient: Provided, That such payment may be in- 
cluded in a contract, between the Surgeon General and a participating 
hospital, for inclusive services of a participating hospital and its staff 
and/or its attending staff, as provided in sections 203 and 205: 
Provided further, That such payment shall not affect the right of 
participating hospitals to require payments from patients with respect 
to the additional cost of more expensive facilities furnished for lack 
of ward facilities or occupied at the request of the patient, or with 
respect to services not included within a contract. 

i) The term “period of hospitalization” means a period of one or 
more consecutive days of hospitalization. 

j) The term “day of hospitalization” means any day for the whole 
of which an individual has been confined in a participating hospital 
on the advice of a legally qualified physician for the purpose of receiv- 
ing necessary hospital service: Provided, That, with respect to a day 
in which an individual is admitted to or discharged from a hospital, 
such term may, in accordance with regulations to be prescribed by 
the Surgeon General, include a period of time of less than a whole 
day. 
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k) The term “participating hospital” means an institution provid- 
ing all necessary and customary hospital services, and found by the 
Surgeon General to afford professional service, personnel, and equip- 
ment adequate to promote the health and safety of individuals cus- 
tomarily hospitalized in such institution and to have procedures for 
the making of such reports and certifications as the Surgeon General 
may from time to time require, to assure that hospitalization benefit 
will be provided only to or on behalf of individuals entitled thereto: 
Provided, That with respect to inclusion in the list of participating 
hospitals the Surgeon General may accredit a hospital for limited 
varieties of cases and may accredit an institution for the care of the 
chronic sick, taking into account for the purpose of such limited 
accrediting, the type and size of community which the institution 
serves, the availability of other hospital facilities, and such other 
matters as the Surgeon General may deem relevant. 

1) The term “dependent” means an unmarried child (including 
a stepchild, adopted or foster child) of an individual, who is under 
the age of eighteen, or who is under a disability which has continued 
for a period of not less than six consecutive calendar months and is 
living with such individual or receiving regular support from him; a 
wife of an individual living with such an individual or receiving 
regular support from him; a husband who is under a disability which 
has continued for a period of not less than six consecutive calendar 
months, and is living with or receiving regular and substantial sup- 


port from such individual; and a parent who is living with or 
receiving regular and substantial support from such individual 


Eligibility and Coverage Provisions 

A special section of the Bill is devoted to the dehnition 
of “Eligibility.” Eligibility involves the amount of the wages 
received by a particular person, the length of the period of 
his employment, the interruption of his employment, the 
amount earned by him within certain periods of his em- 
ployment, and the benefit year. It would seem’ to be un- 
necessary to enter into detail regarding these points in this 
particular place. 

Similarly, the coverage provisions are technical and involve 
the definition of wages, employment, remuneration, pay 
period, employee, service man, and the definition of state. 
Again, it would seem to be unnecessary to enter here into 
these technicalities, except to point out that wages amount. 
ing to $3,600 a year are regarded in the Act as the upper 
limit on which an employee will pay a payroll tax which 
will ultimately be fixed by Congress. 


Ill. Senator Wagner Explains the Program 


Question 1. Does the prepaid medical care title of the bill provide for “socialized medicine”? 


Senator Wagner 

No; if by the term “socialized medicine” is meant medical 
care furnished by Government doctors free of charge. The 
term “socialized medicine” has been loosely used for a 
number of years to describe any changes in the provision 
of medical services to which the American Medical Associ- 
ation leadership is opposed. The only definition of “social- 
ize” in Webster’s Dictionary which describes the effect of 
of the bill on medical practice is “to adapt to social 
needs or uses.” This title II of the bill will accomplish 
by making medical services more generally available than 
they are today, while retaining free choice of doctor for the 
patient and freedom on the doctor’s part to work under the 
system or to remain out of it as he prefers. If it is charged 
that the bill proposes to make medical services more gener- 
ally available than they are today, that charge is valid and 
is a compliment to the bill. 


378 HOSPITAL PROGRESS 


Comments 

Yes, if by the term “socialized medicine” is meant medical 
care, for which anyone, not the physician individually in his 
relation to his patient, is responsible. It is easy to call a 
program “socialized medicine” if one defines socialized 
medicine in a manner suited to one’s immediate purpose. 
The supplying of medical care under government auspices, 
free of charge to the recipient, is an element in the 
socialization of medicine as generally understood today, 
but it is not necessarily the one indispensable and important 
element. Medical care can be given, and is being given, 
“free of charge” without being “socialized medicine.” It is 
the boast of the medical profession, and it is a justifiable 
boast, that free service is given by the medical profession in 
certain instances entirely free of charge, while such medical 
care remains highly individualized and while it is conform- 
able to the highest standards of ‘rigorously ethical medical 
practice. As a matter of fact, if we adopt Senator Wagner's 
definition, which he quotes from the Webster Dictionary, 
medicine has always been “socialized.” It has always from 
its very beginnings adapted itself “to social needs or uses” 
simply because it is intended to benefit others and not the 
practitioner himself. It is fortunate that the purposes of 
Senator Wagner, as he defines them, and the purposes of 
organized medicine are so much alike with reference to the 
“socialization of medicine”; both seek by their open pro- 
testations “to make medical services more generally available 
than they are today.” This is not the heart of the difficulty. 
The heart of the difficulty is that under S. 1606, the respon- 
sibility for the care of the individual patient is diffused, the 
doctor’s responsibility is attenuated, and the doctor’s interest 
is essentially shifted from consideration for his patient to 
consideration for his relationship to the governmental 
authority which has accepted his contract, and this is done 
under the pressure of “social security legislation.” 





Question 2. If, as Dr. Fishbein declares in his editorials in “The Journal of the American Medical Asso- 
ciation,” health conditions and the standards of medical service are higher in the United 
States than anywhere else in the world, why is a change necessary? — 


Senator Wagner 

The United States is not the healthiest country in the 
world. Dr. Fishbein presents a very favorable over-all picture 
but he neglects to state that conditions are not nearly so 
satisfactory in poor agricultural states, in rural regions of 
wealthy states, in low-income sections of our large cities, 
and among low-income groups in our population. Take, for 
example, the infant and maternal mortality rates. In 1942, 
while 40 babies in the entire United States died at birth for 
every 1,000 born alive, in one state the rate was 98, and 
80 in another. : 

We find similar wide variation in maternal mortality rates. 
The rate for mothers who died in childbirth was 60 per cent 
higher in the southern states than in New England. The 

“ number of Negro mothers who died when their babies were 
born was twice the number of white mothers. Twenty-five 
per cent more mothers died in towns and villages with less 
than 10,000 population than in the cities with population 
of 100,000 or more. 

We are proud of our steady reduction in deaths from 
tuberculosis. Here again, however, the over-all favorable 
picture conceals many inequalities. In New York City one 
over-crowded district has a death rate from this cause which 
is 30 times the rate in-more favored districts. -The highest 
tuberculosis mortality rates for several states are four to 
five times the average in the states with the best records. 

Probably few people would have believed, six years ago, 
that more than half of our young men would be found 
physically or mentally unfit for general military duty. Yet 
that is exactly what was revealed by Selective Service exam- 
ination records of the first 3,000,000 registrants. Soon after 
the early days of the war, certain of the physical standards 
were relaxed. Nevertheless, recent figures from Selective 
Service still show the appalling fact that 50 per cent of the 
young men examined were either completely unable to per- 
form general military service or were made fit only after 
correction of defects. Out of 14,000,000 men (most of them 
under 30) examined by June 1, 1944, 4,500,000 were classi- 
fied as IV-F, unfit for military service despite the lowered 
physical and mental requirements for military service; more 
than 1,000,000 after being inducted were later discharged 
for defects which became apparent after induction; and 
1,500,000 were inducted but made fit for service only after 
certain defects had been corrected — giving a total of 
7,000,000 that were initially unfit. Another fact stands out 
from the Selective Service figures: 1,500,000 of the 7.000,000 
unfit were rehabilitated for military service readily and the 
numbers of such rehabilitated cases easily could have been 
doubled, indicating that with adequate medical care the 
proportion of unfit would have been much less. 

Length of life is often considered a measure of the health 
of the people. Yet statistics of life expectancy for males in 
prewar years showed a number of countries in which the 
average future length of life was greater than in the United 
States. For example: At birth, life expectancy in at least 
4 countries was better than that for white males in the 
United States; at age 20, life expectancy in 8 countries 
exceeded that in the United States; at age 60, the United 
States was exceeded by at least 12 countries. 

Most of these are health-insurance countries. In the United 
States, inability to pay the costs of medical care prevents 


Comments 

If Senator Wagner objects to the validity of Dr. Fishbein’s 
“favorable over-all picture” of the health conditions of the 
nation merely because there are less satisfactory conditions 
in poor agricultural states, in rural regions of the wealthy 
states, and in low-income sections of our large cities, he must 
accept the challenge that by the passage of his Bill we shall 
achieve, or at least have better means of achieving, uniform- 
ity of health conditions throughout the nation. Surely Sen- 
ator Wagner cannot accept this challenge. The factors 
affecting a healthy nation are too complex to be made totally 
efficacious through Congressional or state or local legislation. 
The burden of the proof still lies upon the advocates of 
S. 1606, that medical service under regulation will be more 
efficacious than medical service under present auspices. It 
seems somewhat naive to assume that because one accepts 
the validity of “a very favorable over-all picture” as an 
average, the implication is that there is no spot in the 
United States where conditions are worse than “the over-all 
picture.” Surely, the meaning of average conditions needs 
to be better understood, and if I quote for the entire 
United States, a natal death rate of 40 babies in every 
1,000 live births, the assumption must necessarily be that 
there are certain places where the natal death rate will be 
much higher, just as there must be other places where the 
death rate will be much lower. 

It would be a very wonderful thing for the medical 
profession if sometime one of the enthusiastic advocates 
of governmental control of health conditions and of 
the physician were wholeheartedly to declare a sincere 
admiration of the indescribably great achievements of 
American medicine, in place of constantly harping on 
the “bad spots” in rural areas and our large cities. Be- 
sides, it really is time for the American public to have 
brought home to it the real significance of the rejection 
statistics in the Selective Service draft, in place of being 
mislead into believing that the nation is in a precarious 
health condition because one third of the examinees were 
classified as unfit for military service. Surely, none of us 
believes that rehabilitation for military service is to be taken 
as a criterion of fitness for civilian life. There is unevenness 
in the distribution of food, in the availability of the cultural 
refinements of life, unevenness in the facilities for essential 
and esthetic clothing facilities, unevenness in the availability 
of fuel. Are all these unevennesses national catastrophes that 
require rigorous control by Congress?’ And when we have 
achieved evenness and uniformity in all of these matters, 
will we be so much better off than we are today? 

And again, it does seem a little naive to take life ex- 
pectancy at 20 and life expectancy at birth, and at 60 years 
as indications of allegedly unsatisfactory health conditions 
in the United States. Yes, it is true that “inability to pay the 
costs of medical care prevents many people from receiving 
the care they need, and limits the doctors in the kind and 
amount of care they can provide,” but cannot we also say 
“In the United States, inability to pay the costs of clothing 
prevents many people from obtaining the clothing they 
need (or prefer), and limits the clothiers in the kind and 
amount of clothing which they can (or desire) to provide 
for each of us?” Is this an argument for a federal law con- 
trolling the whole clothing industry and the marketing and 
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many people from receiving the care they need and limits 
doctors in the kind and amount of care they can provide. 
People who don’t see a doctor don’t get any kind of care — 
good or bad. Many doctors are unable or unequipped, be- 
cause of the cost to the patient, to make use of the marvels 
of medical science which are described so glowingly by 
some medical spokesmen. Patients of these doctors get a 
type of medical care not much better than that their 
fathers or grandfathers received. 


distribution activities in the clothing industry and having 
an advisory council and a director of clothing for the nation, 
and prescribing essentials in the individual’s responsibility 
for clothing himself, as well as standards for getting luxuries 
in clothing? 


Question 3. Is it true that if the prepayment provisions of the bill are enacted into law “they will destroy 
the private practice of medicine in the United States? 


Senator Wagner 

This statement is not true. If the bill is eneacted into law, 
physicians will continue to practice medicine much as they 
do now. They will have the choice of practicing full time 
under the system, of combining care of patients paid for 
by the system with care of uninsured patients and of those 
who prefer to pay for their care privately (that is, without 
making use of their prepaid protection), or of continuing 
to practice full time outside the system. Whether caring for 
prepaid patients or for others, they will be free, as they 
are now, to practice alone or as members of a group. 

Patients will be free to choose their general practitioners 
and to change them if their first choice proves unsatisfactory. 
Doctors will be equally free to accept or reject patients who 
choose them. Free choice is explicitly guaranteed in the 
bill (sec. 205). 


Comments 

Much of what Senator Wagner said in answer to this 
question would be true if we did not have to reckon with 
human nature both of the physician and patient, as well 
as with the human nature of a government official. I am sure 
Senator Wagner is sincere when he says that he is not 
interested in destroying the private practice of medicine. | 
am assured that he has a number of excellent personal 
friends who are physicians and that he himself has been 
fortunate enough to have enjoyed, if anyone can enjoy it, 
excellent medical practice himself, It is true that physicians 
will have the choice of practicing full time under the system 
or of combining care of patients paid for under the system 
with the care of patients uninsured in the system or of 
refusing to co-operate with the system. Are we going to 
create two types of physicians at war one with the other? 
Two kinds of medical care, insurance care and non-insur- 
ance care? Impersonal medicine and personal care in medi- 
cine? Free medicine and controlled medicine? How long 
will it be before we destroy the private practice of medicine 
by certain physicians? And if provocations or inducements 
as the case may be become powerful enough, how long 
will it be before the private practice of medicine is de- 
stroyed? Besides, inherent in Senator Wagner’s Bill, there 
are factors which of their nature are restrictions upon the 
free exercise of the physician’s professional practice. It is not 
enough to pass a law that patients shall be free to choose 
their general practitioners and to define the free practice of 
medicine by legal enactment. These matters enter profoundly 
into human nature and, fortunately, the common sense of 
mankind is discriminating and penetrating. Human nature 
senses very rapidly the difference between liberty and re- 
strictions upon that liberty, not to choose a less pleasant 
word. 

I am greatly impressed with the fact that Senator Wagner 
made so much of the importance of conserving the 
free choice of the physician by the patient in the guar- 
antees of his Bill, but I fear that the keeping of those 
promises and the exercise of those guarantees will be quite 
a different matter, especially in the light of so many of the 
provisions of the Bill, whose tendency is towards the control 
of medical practice. 


Question 4. Is it true that under the bill the “entire medical profession in the United States would be placed 
under the direction of one man, the Surgeon General of the United States Public Health 


Service”? 


Senator Wagner 
No. This is not true. Section 203 in the bill, which relates 
to administration, is concerned not with the administration 
of medical practice but with the administration of a system 
of paying for medical care. 
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Comments 
The answer to this question is emphatically, yes. A dis- 
tinction such as that made by Senator Wagner between the 
administration of medical practice and the administration of 
a system of paying for medical care cannot be considered 





The provisions in the bill do not interfere with the 
professional aspects of medical practice. The Surgeon Gen- 
eral is “authorized to negotiate and periodically to renego- 
tiate agreements or co-operative working arrangements” 
with the medical profession and with hospitals to “utilize 
their services and facilities and to pay fair, reasonable, and 
equitable compensation for such service and facilities.” 

The usual method of making payments to general prac- 
titioners is to be that which is chosen by the majority of 
physicians in any given local areas. However, provision is 
also made that, if approved by the Surgeon General, other 
methods of payment may be made to physicians who do 
not choose the method of the majority. It should be noted 
that the Surgeon General wouldn’t hire doctors for the 
prepaid services or direct the medical profession. He is 
authorized to work out mutually satisfactory agreements or 
co-operative working arrangements with the doctors as to 
methods by which they would be paid for their services to 
insured persons. The same holds true for methods of pay- 
ment to dentists. 

In adopting. the basic policies that would guide these ar- 
rangements, the Surgeon. General is required to consult 
with the National Advisory Medical Policy Council, on 
which the medical and dental profession will be adequately 
represented through members they nominate. 


valid. Between medical care and the administration of 
medical care, there would be an important and a large 
overlapping area in which the health interests of the patient 
could be and as a matter of fact, would be, lost amidst the 
possibilities of endless confusions and misunderstandings. 
Such questions as the qualifications for medical practice, the 
methods of payment for medical practice, the length of care 
to which a patient might be entitled, the responsibility for 
the social factors in the home of a patient, the kinds of 
rare medication to which a patient might be entitled, to 
choose only a few examples, these and many other questions 
of equally great import contain elements which are both 
administrative and medically professional and frequent con- 
flicts between the administrator and the physician are ii- 
evitable if the distinction which Senator Wagner makes is 
too completely insisted upon. 

It is true that the Bill emphasizes the expressed intention 
of its authors to avoid interference with the complete free- 
dom of medical practice, but this intention, no matter how 
sincere and serious it may be, must inevitably fail of being 
achieved as soon as the health program is put into operation. 

Then it should also be pointed out that, as long as the 
patient pays the physician, it is relatively easy to maintain 
the personal relationship between patient and physician. 
When the service rendered by a doctor to the patient is 
paid for by an outside agency, the danger of domination 
by that outside agency is already imminent and becomes 
actual as soon as a doubt or conflict concerning any of the 
provisions of the Bill with reference to the patient arises. 

Mutually satisfactory agreements or co-operative working 
arrangements should by all means be encouraged but it 
is easy to imagine who in such a relationship by agreement 
will carry the greater weight and responsibility. 

As for advice which the Surgeon General is expected 
to ask, it should be recalled that the source of the advice 
will be the National Advisory Medical Policy Council. 
What its strength and authority will be has already been 
mentioned and will be stated again in answer to the next 
question. 

The distinction which Senator Wagner here suggests 
between the hiring of physicians by the Surgeon General 
and the working out of mutually satisfactory agreements 
inclusive presumably of the conditions of employment, again 
has very little validity since in the making of such agree- 
ments, a governmental official is in a particularly strong 
place and the mutuality of the contract must, therefore, 
be considered little short of non-existent. Particularly is this 
true when one bears in mind that in a given locality, 
the percentage of the doctors accepting service under the 
plan will by itself constitute a coercive factor. 


Question 5. It is said that the National Advisory Medical Policy Council will have no authority — will be 
merely a puppet council. Is this true? 


Senator Wagner 

No. This is not true. The council has been given no 
final administrative authority, because an advisory council 
is not and should not be an administrative body. An explicit 
statement in the bill which bound the Surgeon General 
to follow the advice of the advisory council in every 
instance would hamper his freedom of action to an un- 
reasonable extent and would deprive him of the necessary 
authority to carry out his duties and responsibilities. He is, 
however, bound to consult them on all matters of policy. 
The bill is explicit and detailed in its description of the 


Comments 

In my opinion, it is not so much a question whether the 
Council will be a puppet council or a real advisory council 
but rather whether the National Advisory Medical Policy 
Council, no matter how constituted or composed, could 
be able to offset the coercive element in the plan as a 
whole. Senator Wagner admits that the Council has been 
given no final administrative authority. Far be it from me 
to suggest that the Council should be given such authority 
but since the Council is advisory and since the Surgeon 
General is in reality the responsible administrative and 
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administrative policies on which the Surgeon General is 
authorized to act only after consultation with the council 
(section 205). 

In appointing the members of the advisory council, the 
Surgeon General is required to select them from panels 
of names submitted by professional and other agencies and 
organizations concerned with medical, dental, and nursing 
services and education, with the operation of hospitals 
and laboratories, and from other persons, agencies, or or- 
ganizations informed on the need for or provision of 
medical, hospital, or related services and benefits. It will, 
therefore, be a council composed of experts in the various 
fields and of representatives of the public. No responsible 
administrator would dare to act contrary to the advice of 
an advisory council of this character on any matter of im- 
portance unless he had adequate grounds on which he 
could defend his position publicly. Moreover, the Surgeon 
General is required to include in his annual report to Con- 
gress an account of his consultations with the advisory 
council, and also their recommendations and his comments 


thereon. 


executive officer, it should be recalled what was said above 
about the authority of the Surgeon General. Besides, will 
the Council be free to express itself upon those matters 
which the Surgeon General lays before it when the Surgeon 
General himself will be free to submit to the consideration 
of the Council whatever may please him, since he is the 
final authority? To insist that no responsible administrator 
could afford to disregard the advice of the Council is 
simply to state that the Advisory Council as here consti- 
tuted is little short of a deceptive agency. On the one hand, 
the Council is merely advisory; on the other hand, the 
Surgeon General would not dare “to act contrary to the 
advice of an advisory council.” Whom and what are we 
protecting in such an arrangement? 


Question 6. isn’t $3,000,000,000 a year an enormous amount of money to spend on medical care and 


hospitalization? 


Senator Wagner 

Absolutely not. We spend more than this now for all 
medical care. The sums of money to be allocated to the 
personal health services account will not for the most part 
represent new expenditures. To the extent that they do— 
through budgeted expenditures—the people will receive 
much more service than they do today. 

Medical care ordinarily costs the people of this country 
in direct payments and through taxation about four to five 
billion dollars a year. Direct expenditures by the people 
themselves amount to about three to four billion dollars. 
About two to two and one-half billion dollars is spent in 
an ordinary nonwar year for medical services excluding 
dentistry and home nursing. 


Comments 

Here I agree with Senator Wagner and I say absolutely, no, 
three billion dollars a year is not too enormous an amount 
of money to spend on medical care and hospitalization. If 
we are spending more than this now for medical care, 
then surely Senator Wagner is right, but it is one thing 
for me to choose to spend money on my medical care and it 
is another thing to be forced to do so. The mere fact that 
I now choose to spend a part of my income on scarcely 
essential luxuries does not mean -that I would willingly 
spend my money on such luxuries if I were forced to do 
so; and the same statement holds for the essentials of life. 
This is not an unreasonable position to take. My freedom 
of choice with reference to the purposes upon which |] 
spend my income is one of the inalienable rights which | 
possess in a democracy. I”admit I should be wise and re 
strained in my expenditures and altruistic but I want to have 
all of these qualities by my own free choice and not to be 
dragooned into wisdom and self-discipline and altruism. 


Question 7. Is it true that the Surgeon General will assign all patients to all doctors? 


Senator Wagner 
Certainly not. In each area patients will have free choice 
of all general practitioners of medicine or dentistry within 
the system (sec. 205 (b) ). 


Comments 

This question is worded somewhat ambiguously. It is true 
that the Surgeon General will not by name assign all 
patients to the doctor or the dentist but the Surgeon General 
will have the power under stated conditions to assign the 
patient to the doctor or the dentist and this is admitted 
even though those favoring S. 1606 talk as if the conditions 
may be only of very rare occurrence. Perhaps that may be 
true in this or that locality but the conditions can easily 
be foreseen when the free choice of the general practitioner 
in medicine or dentistry will be little short of an illusion. 


Question 8. Will the hospitalization provisions in the bill destroy the voluntary hospital system? 


Senator Wagner 
No: this is nonsense. Nothing in the bill provides for or 
would even permit any interference in the internal man- 
agement of any hospitals — private, public, or sectarian. 


This is explicitly forbidden in the bill (sec. 206 (c) ). 
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Comments 
Senator Wagner assures us that it is nonsense to make 
the statement that the hospitalization provisions of the Bill 
will destroy the voluntary hospital system. Such an assurance 
is certainly reassuring. Probably nothing is farther from 

















All hospitals which meet acceptable standards — such 
standards as those utilized by the American Medical 
Association or the American College of Surgeons in de- 
termining whether or not hospitals shall be included in 
its annual register — would as a matter of course be in- 
cluded in the list of hospitals eligible to receive insured 
patients. In communities where hospital facilities are sparse 
there will undoubtedly be common-sense modification of 
these standards. There is explicit provision in the bill for 
this (sec. 214 (k) ). The object is to make hospital care 
more available to people — not less available. 

Each qualified hospital is also guaranteed the right to 
choose how it will be paid. The hospital can be paid direct 
under a mutually satisfactory agreement. Or it can be paid 
by the patient, who receives his benefit in cash at so many 
dollars per day of hospital care (sec. 214 (h) ). 

The assurance of adequate income should enable hospitals 
to improve their facilities. The type of records which will be 
required will be no more difficult for hospitals to keep — 
perhaps less difficult—than those required by the Blue 
Cross plans. ° 





Question 9. Will the provisions for grants-in-aid for medical education mean that medical education will 





Senator Wagner’s thoughts than to wish the destruction of 
the voluntary hospital system. It is also true that in words, 
the Bill contains a prohibition against interference on the 
part of any health authority created by the Bill, to inter- 
fere in the internal affairs or the administration of a co- 
operating hospital. Nevertheless, a hospital will undoubtedly 
be required to meet certain requirements defined by 
regulations issued under the authority of a law if S. 1606 
should be passed. It is the writing of regulations under these 
laws that constitutes so great a menace to existing institu- 
tions. Senator Wagner seems to feel the need of some ex- 
planation of his position on this point since he himself says 
that “in communities where hospital facilities are sparse, 
there will undoubtedly be a common-sense modification of 
these standards.” Will there? Who will be the judge? Who 
will control arbitrariness in decisions or vacillations in polli- 
cies or inconsistencies in actions? 

Yes, the qualified hospital may choose how it will be 
paid and there is again provision for entering into mutually 


‘ satisfactory agreements. But again, and even more so, the 


mutuality in such agreements must be seriously doubted 
when one partner of the agreement is a powerful govern- 
mental agency and the other, an individual hospital. Must 
the point be labored and must it be corroborated by ex- 
amples or is the point sufficiently clear? And is it true that 
the assurance of adequate income should enable hospitals 
to improve their facilities? Are the hospitals that have the 
largest assured income proportionately also the hospitals that 
are rendering the best of medical care? Is hospital excellence 
a factor of hospital income? And, as for hospital records, 
Senator Wagner assures us that the keeping of these records 
“will be no more difficult for hospitals . . . than those re- 
quired by the Blue Cross Plans.” Is this the experience which 
our hospitals have had with governmental agencies in the 
past or is this the assurance of the dawn of a new day? 


be controlled by the Surgeon General and that he will dictate which men and women may be- 


come medical students? 


Senator Wagner 

Of course not. The provisions of section 213 of the bill 
give the Surgeon General no such authority. The purpose 
of this provision is to provide needed funds for the stimula- 
tion and support of research and medical education. Projects 
must be initiated by the medical schools and research foun- 
dations themselves. Such requests must, of course, be 
approved by the Surgeon General after consultation with 
the advisory council, to make sure that public funds are 
wisely spent. 

This provision was put in the bill as a result of sugges- 
tions made by the medical profession in regard to the earlier 
Wagner health bill of 1939. It seems only proper that the 
people who profit so much by the advancements of medical 
science and improvements in medical education should 
contribute in this way to these desirable ends. 









Comments 

It is again comforting to receive the assurance from 
Senator Wagner that the purpose of the provision contained 
in Section 213 authorizing grants-in-aid for medical educa- 
tion, research, and the prevention of disease and disability, 
is intended for the stimulation and support of research 
and medical education. But the institution wanting such 
support must give “the nature of the project and . . . the 
reasons for the need of financial assistance” and yet Senator 
Wagner assures us in his statement that the schools can take 
these “grants-in-aid without in any way giving up inde- 
pendence and freedom of action.” Would it not be better 
if the school were not forced to tell why it is in need of 
financial assistance for this project, since the project should 
speak for itself? And who is going to judge of the validity 
of the project and of the validity of the reasons for the 
institution’s application for funds? The Surgeon General 
“with the advice of the Council,” which advice, be it noted, 
he need not follow; and so he himself becomes the final 
judge responsible only to his immediate superior for his 
decisions. What tremendous power and responsibility we 
are willing to vest in a single individual in our American 
democratic way. 
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Question 10. 


Senator Wagner 

Of course not. There is absolutely nothing ‘in the bill 
which would authorize or-even permit this. Nothing in the 
bill permits interference in the internal management of 
either medical schools or hospitals. The payment of hospital 
benefits to hospitals and of grants-in-aid to medical schools 
will provide a financial security that many institutions have 
never before possessed. This assurance of necessary funds 
should strengthen and stimulate them to do more effective 
work than they have ever done before, without in any way 
giving up independence and freedom of action. 


Question 11. 


Senator Wagner 

Absolutely no. This statement has been made by op- 
ponents of a national prepayment plan to confuse and 
disturb physicians and others. There is nothing “political” 
about the office of the Surgeon General of the Public Health 
Service. The Surgeon General holds a term appointment. 
The United States Public Health Service has a long and 
honorable record of almost 150 years. Many of the advances 
in public health which the editorials in certain medical jour- 
nals credit to the private practitioners of medicine have been 
stimulated by the activities of the Public Health Service and 
by similar public agencies. 


Question 12. 
choose their hospitals? 


Senator Wagner 

People do not usually have free choice of hospitals today. 
Ordinarily, they go to the hospital in which the physician 
treating them has a staff appointment. Sometimes they have 
a choice of two or more hospitals in the community. They 
will have the same freedom under the provisions of the 
bill. They will have as much free choice of hospitals 
as they have today under the Blue Cross plans. All hos- 
pitals in good standing will undoubtedly elect to receive 
insured patients in order to obtain the assurance of guaran- 
teed income which will thus be available to them. 
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Is it true that the bill would be used to “take over” medical schools and hospitals? 


Comments 

I suppose it is not true that the Bill will be used “to take 
over” the medical schools and hospitals. Surely, it is not the 
intention at present to take over the medical schools and 
hospitals but, after all, as Senator Wagner himself says, the 
grants-in-aid to medical schools “will provide a financial 
security that many institutions have never before possessed,” 
Financial security for an institution of learning is a won. 
derful thing but is it the most important thing? The slaves. 
in Civil War days had a measure of security and yet we 
fought the Civil War. 


Is it true that the enactment of the bill will plunge the physicians into political slavery? 


Comments 

Will the physicians be plunged into political slavery? 
Senator Wagner answers “no” and amplifies this statement 
by saying that there is nothing “political” about the office 
of the Surgeon General of the Public Health Service. Surely, 
the medical profession collectively and individually is proud 
of the United States Public Health Service and of the Sur- 
geons General of that Service, but with all our pride and 
admiration of the Surgeons General, how many physicians 
would be willing to subscribe to the statement that there is 
nothing “political” about the Surgeon General’s office? The 
simple truth is that, under such provisions as are contem- 
plated in S. 1606, physicians would be forced into more 
extensive and controversial political activity not only on the 
national but also on the state and local levels and they 
would be looked upon by the public at large as officials of 
government who receive their pay from governmental 
sources. Can such persons avoid being looked upon as politi- 
cal agents and will they be able to avoid the conflicts which 
will arise in the minds of many a person between political 
and professional activity? 


Is it true that under the hospitalization camareaad of the bill people will not be able to 


Comments 

Senator Wagner here makes an ambiguous statement. 
It is true that patients today-often go to the hospital in 
which the physician has a staff appointment. Therefore, 
the choice of a person’s hospital depends upon the choice 
of the patient’s physician or we might say with equal truth, 
the choice of a patient’s physician depends upon the per- 
son’s choice of his hospital. It is comforting to know that 
under government medicine persons will have as much 
liberty in the choice of a hospital as they have today 
under the Blue Cross Plans; but surely, for altogether dif- 
ferent reasons. The relationships expressed in contracts 
between hospitals and the Surgeon General under govern- 
mental medicine will be quite different in character and 
content from the relationships expressed by contract be- 
tween the hospitals and the Blue Cross Plans. Does this 
point need elaboration? Or is it sufficient to indicate this 
much to show that the statement is at least ambiguous that 
“people do not usually have free choice of hospitals today”? 
If they do not have such free choice, it is because they have 
chosen their hospital, not because they have been deprived 
of the opportunity to choose or have had a limitation placed 
upon their freedom to choose. 





Question 13. Will people be obliged to take any doctor the Surgeon General tells them to, if this bill be- 


comes law? 


Senator Wagner 

Certainly not. The bill expressly provides free choice 
of general practitioners (sec. 205 (b) ). Ordinarily, a 
patient will go to a specialist only on the recommendation 
of his physician. This is for the protection of the patient. 
Most people should see a general practitioner first before 
they go to a specialist. The patient who goes to a specialist 
on the advice of a physician is likely to be taken care of 
more satisfactorily than if he follows the suggestion of a 
neighbor or picks out a name in the telephone book. The 
same statements apply to dentists. 


Comments 

Again, there seems to be some little misunderstanding 
about freedoms of choice. Senator Wagner hints that a 
patient is not.quite free today in the choice of his physician 
and he assigns as a reason the fact that a patient will go 
to a specialist today “only on the recommendation of his 
physician.” Is this quite true? It seems to me I have gone 
to a specialist directly without first seeking the recommenda- 
tion of my physician. It is true that many persons see a 
specialist upon recommendation of the physician but that 
does not mean that the patient could not go to the 
specialist without such recommendation nor does it mean 
that the specialist would not receive him without a referral. 
And even if the contrary were the case, is it not one thing 
for the patient to move around from specialist to general 
practitioner and back again or onward to another specialist 
when the patient himself chooses each step or at least elects 
from alternative names, and the process which would be 
followed under S. 1606? The Surgeon General will be 
responsible for defining who is and who is not a practitioner 
and a specialist, for listing these diverse groups, for desig- 
nating qualifications of consultants and specialists and for 
fixing compensation rates for the various classes of physi- 
cians, as well as for performing numerous other functions, 
all tending toward the restriction of freedom not only in 
the choice of physicians by the public but also in the exercise 
of medical professional activities. 

And then there is a definite statement in the Bill that if a 
physician in the judgment of the Surgeon General has too 
many patients a particular patient may be required to go 
to another physician. It is said that this will not happen 
often. Who knows? And besides, the Surgeon General 
always has the right to do so. 


Question 14. The bill says the Surgeon General can limit the number of patients a physician will be 
allowed to treat. Won’t that keep people from having the doctor of their choice? 


Senator Wagner 

Not any more than at present when a patient chooses a 
doctor who already has all the patients he can take care of. 
This provision in the bill (sec. 205 (j)) is merely permissive. 
It states that the “Surgeon General may prescribe maximum 
limits to the number of potential beneficiaries for whom a 
practitioner or group of practitioners may undertake to 
furnish general medical benefits * * *.” It does not require 
the Surgeon General to do so. Protection of patients and 
doctors was the only purpose in giving the Surgeon General 
permission to set a maximum. Such a maximum would un- 
doubtedly be the largest number of persons whom one 
doctor could take care of satisfactorily. It would therefore be 
a larger number than doctors ordinarily take care of. As a 
result, this provision, if the Surgeon General found it wise 
to use it, would rarely, if ever, interfere with the guaranteed 
freedom of insured persons to choose their own doctors. 


Comments 

Again, it seems strange that the justification for the pro- 
vision of a Bill must be found in present practice. In several 
places, Senator Wagner appeals to present practice and says 
that in his Bill, conditions will be no different from those 
of today. He uses this technique in his answer to Question 
12, Question 13, and here again, in his answer to Question 
14. Why change if the present practice is to serve as the 
standard of the usefulness or feasibility of the future prac- 
tice? But unfortunately, it is not true in each of these cases 
that the future practice and the present practice will be the 
same. Thus in answer to Question 14, Senator Wagner 
says that at present when a person chooses a doctor who 
already has all the patients he can take care of he does not 
have the free choice of his physician. Is this statement quite 
sincere? I have known persons who were quite content to 
wait for their ophthalmologist two weeks and more and 
who were quite happy to await in the waiting room for six 
hours a day not once but several times and always rather 
than go to consult another ophthalmologist. And frankly, I 
do not know why I should select the ophthalmologist par- 
ticularly since I know many persons who are willing to go 
to extreme inconvenience for the purpose of consulting the 
physician of their choice. And even if a person might under 
certain circumstances be forced to go to another doctor, such 
“coercion by circumstance” is certainly quite a different 
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thing from being told by an administrative authority to see 
another doctor because, in the judgment of the administra. 
tive authority, the doctor whom I wish to consult has too 
many patients to see me. It is said that the protection of 
patients and doctors is the only purpose in getting the Sur. 
geon General to set a maximum. Who is to judge when jt 
comes to the giving of redical care? I have consulted a very 
busy doctor in the middle of the night and have been quite 
content to see him then. Perhaps I would not be allowed 
to do that under S. 1606 because a medical administrator 
would have judged that my doctor has already given his 
maximum service for that day. 


Question 15. Does the bill place in the hands of one man — the Surgeon General of the Public Health 
Service — the power and authority * * * to designate which doctors can be specialists? 


Senator Wagner 

Questions like this one confuse and disturb physicians and 
the public because they can be answered by neither a flat 
“yes” nor a flat “no.” Under the prepaid program, specialists 
would be compensated at a higher rate than general practi- 
tioners. This is only fair and proper. To provide a measure 
for determining what types of services and which practi- 
tioners should be compensated at this higher rate, the Sur- 
geon General is authorized in the bill to set up general 
standards for this purpose. In establishing these standards, 
he must, however, consult the advisory council and utilize 
standards and certifications already developed by physicians 
through their professional organizations. 


Comments 

Senator Wagner is quite correct in saying that questions 
such as this cannot be answered by just a flat “yes” or a 
flat “no” but I wonder whether that fact alone confuses and 
disturbs physicians and the public. The mere fact that the 
question is incapable of a “yes” or a “no” answer should 
not be the source of confusion or disturbance to anyone. 
The confusion and disturbance arises under the misappre- 
hensions of the meaning of the “yes” or “no” answer. It 
seems very difficult to accept the Surgeon General's respon- 
sibility, his power, or authority, to designate which doctors 
should be general practitioners and which doctors specialists, 
That distinction should rest upon values, experiences, and 
achievements intrinsic in the persons and should not require 
an administrative declaration. The distinction should rest 
upon the judgment of colleagues who are competent to 
judge on the basis of agreed upon criteria. It is stated by 
Senator Wagner that the Surgeon General must consult the 
Advisory Council and must utilize standards and certifica- 
tions already developed by physicians and _ professional 
organizations but again attention must be called to the 
fact that the Surgeon General is not bound to use the advice 
of the Council nor is he bound to utilize the standards and 
certifications. As a matter of fact, he is given power under 
certain conditions, explicitly to set aside such standards and 


_certifications and he himself is the judge in the last analysis 


when he is permitted so to set aside these standards and 
certifications. 


Question 16. Will the enactment of the bill result in the deterioration of medical practice? 


Senator Wagner 

On the contrary, it should improve the standards of medi- 
cal practice. Many doctors are hampered today in their 
treatment of patients by the, inability of the patient to pay 
for the special diagnostic and treatment services he requires. 
The provisions for consultant and specialist services, for 
hospital care, and for X-ray and laboratory services as bene- 
fits under the bill will mean that doctors can make use of 
these services whenever they consider it advisable, without 
considering the patient’s pocketbook. 
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Comments 

Of course, the word “deterioration” can be taken ‘n very 
many senses just as the word “improvement” can b, taken 
in many senses. Without laboring the point, one could im- 
prove the standards of medical practice without improving 
medical practice. As I see it, if I lower the physician’s sense 
of responsibility, his medical practice will deteriorate. It is 
not a question of whether I am hampered by the patient's 
inability to pay for special diagnostic services or by the 
unavailability of consultant or laboratory services. These 
things do not constitute the essence of medical practice. If it 
can be shown that the Bill will enhance competence of the 
doctor, that it will promote unwavering alertness to the new 
discoveries in the science of medicine, that it will foster a 
constantly growing willingness to practice continuous self- 
dedication to others, that it will elevate the physician’s un- 
selfishness, and that it will raise his motivations to higher 
standards, that it will enhance the physician’s love of the 

















Question 17. Doesn't the phrase giving the Surgeon General the authority to “prescribe and publish such 


truth and that, above all, it will intensify his sense of moral 
responsibility, then I can well believe that the Bill can 
bring about an improvement in the standards of medical 


practice. 


rules and regulations,” used in section 203 (f) of the bill, mean that the Surgeon General 


will have too much power? 


Senator Wagner 

This phrase has been quoted frequently to convey just this 
impression. But no administrator can administer a national 
prepayment plan without setting up certain rules and regula- 
tions. It is a phrase commonly used in bills. It has no sinister 
significance. It merely gives the administrator the power to 
establish necessary administrative measures. He is specifically 
forbidden from using the “rules and regulations” to act 
contrary to the other provisions of the bill. 





Question 18. It has been said that if the bill becomes law people must depend upon “a doctor who 
is paid by the Goverhment and is presumably working eight hours a day instead of 24.” 


Comments 

Senator Wagner’s admission “that no administrator can 
administer a national prepayment plan without setting up 
certain rules and regulations” is an interesting one. Of 
course, that is true and it is equally true that the Surgeon 
General in setting up these rules and regulations must ex- 
press in them the spirit and the intent of the Act. 
Whether or not the Surgeon General has “too much power” 
is also a matter of relative judgments but when one reads 
the responsibilities of the Surgeon General and especially 
when one reads between the lines in the light of one’s 
knowledge not only of human nature but also in the light 
of one’s experience in human relations, then it requires no 
gift of prophesy to say that the rules and the regulations that 
will have to be written will become voluminous and pro- 
gressively restrictive of the liberties of medical practice and 
of the patient’s freedom. If this is true, then it is a relatively 
small matter whether or not the Surgeon General has “too 
much power.” 


Won't this make it very hard for people to get a doctor if they need one at night or on 


holidays? 


Senator Wagner 

Certainly not. Any such idea is nonsense and an insult to 
the medical profession. There is not one statement in the 
bill which even implies that doctors are to work any speci- 
fied number of hours. Many a doctor who answers a 
patient’s call today has no idea when or whether he will be 
paid for his services. Why should we assume that doctors 
will look after their patients less conscientiously when they 
know they will be paid than they do today when payment 


is often uncertain? 





than they have now? 


Senator Wagner 

With 60,000 physicians in the armed services during the 
war, of course those left in private practice have been over- 
worked and their incomes have been very high. They would 
not be so high in an ordinary year. If the question really 
means “will physicians have lower incomes under the bill 
than they usually have” the answer certainly is “no.” Before 
the war, the highest average gross income physicians ever 
made was in 1928 or 1929 — again years when all incomes 
were unusually high. In those years physicians earned on the 
average about $9,000 gross, but in the years since then and 
before the war their average incomes have been from $5,600 
to $8,500 gross. 

[t is estimated that on the average, $1,500,000,000 annually 
could be spent for physicians’ services. At this rate, if 150,000 


Question 19. Is it true that, under a system of prepaid medical care, physicians will have lower incomes 


Comments 

Senator Wagner is right when he says “There is not one 
statement in the Bill which even implies that doctors are to 
work any specified number of hours” but there is many a 
statement in the Bill which implies that the doctor’s services 
and his remunerations will be measured by his “piece-work.” 
It seems to me, Senator Wagner’s question in rebuttal, 
is an answer to his question No. 18. Senator Wagner asks 
“Why should we assume that doctors will look after patients 
less conscientiously when they know they will be paid more 
than they do today when payment is often uncertain?” How 
difficult it seems to be to penetrate into the meaning of a 
physician’s life. 


Comments 

This question frankly is very difficult to answer and any 
answer at best could be little more than an estimate but, 
fortunately, neither the question nor the answer is so 
“terribly” important. Of course, the doctor wants to be paid 
and he must have a reasonable income but, surely, neither 
the pay nor the reasonable income is, at least at present, the 
dominating and the all absorbing consideration in his life. 
Please God, we may hope and pray that it will not be- 
come so under the operation of government-controlled 
medical practice. One might question Senator Wagner's 
statistics on the income of physicians but why spend time on 
that? Question No. 19 is, after all, irrelevant in reaching a 
decision on the validity of government-controlled medical 
practice. 
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physicians were in full-time practice, they would average 
about $10,000 income in a normal year under the bill. Like 
the previous figures, this includes incomes of both general 
practitioners and specialists. The general practitioner earns 
less than the specialist and, as the bill provides, the qualified 
specialist will continue to receive a higher rate of pay than 
the general practitioner. Thus, specialists, as a whole, would 
receive more than the $10,000 average, and general practi- 
tioners, as a whole, somewhat less than the average. 


Question 20. It is claimed by opponents of a national plan that voluntary prepayment plans could do 
the job as well, if not better. Is this true? 


Senator Wagner 

Experience here and abroad has shown us that voluntary 
* plans could not handle the job. You can’t persuade enough 
people, much less the bulk of the people, to join voluntary 
plans. Moreover, the voluntary plans which have been op- 
erating so far are too restrictive and too costly in the care 
they provide. There has been a lot of talk about Blue Cross 
(hospitalization) plans being able to handle hospital care; 
but even after more than 15 years of existence these plans 
cover only seventeen to eighteen million people — most of 
these in large urban centers. Hospitalization is the easiest 
kind of insurance in the medical field to sell. Voluntary 
plans that provide medical care now cover only about four 
per cent of the population in spite of recent and very vigor- 
ous efforts of the American Medical Association and state 
medical societies to promote this type of plan. The medical- 
society plans now cover only a few million persons. For the 
most part they give care only when the patient is in the 
hospital. 

Without exception, voluntary plans are too expensive for 
the lower-income groups (the people who are most in need 
of medical care) and there are too many illnesses for which 
care is not given under these plans. 


Comments 

Even if the voluntary prepayment plans “could not handle 
the job,” we should not have from that source a valid 
argument for the compulsory plans. But really, it is not 
quite fair to say that the Blue Cross Plans have been oper- 
ating for fifteen years and cover only seventeen to eighteen 
million people, most of these in the large urban centers. No, 
they have not been operating for fifteen years under advan- 
tages comparable to those under which they are operating 
today. The development of the Blue Cross Plans is one of 
the amazing social facts of the last decade. The initial sales 
resistance had to be overcome; the initial education had to 
be imparted; initial distinctions had to be made between 
differences in insurance plans; and, despite this, Blue 
Cross has registered this amazing triumph. But after all, is 
the Blue Cross Plan the only voluntary prepayment plan 
for hospitalization? Why not add together all those who are 
protected by voluntary prepayment plans, if you are going 
to offset all those who will be protected by the compulsory 
insurance plan? But even this is irrelevant. The fundamental 
question must still return, can I by any plan that is proposed 
safeguard the ethical, the professional, and the individually 
human obligations of medical practice and the fundamental 
rights of the patient? By the answer to that question, any 
plan of medical practice must stand or fall. 


The Consideration and Evaluation of Perquisites 
in Determining the Wage and Salary Scale of 
Hospital Staff Members and Personnel 


Sister Mary Carmelita, C.C.V.1.* 


IN EVERY form of industry, we are in the midst of rev- 
olutionary changes in employer-employee relations. The 
worker of today is given consideration and recognition never 
dreamed of a quarter of a century ago. He has moved into a 
new sphere of importance and his demands are not only 
being listened to by management, but management is putting 
forth every effort to meet the demands of the worker. The 
various strikes that have crippled and are crippling industry 
all over the country today clearly show the extent to which 
the worker will go to get what he thinks is his due. 

Hospitals cannot hope to be immune to these changes on 
the labor front. Hospital administrators must keep abreast 


*St. Therese Hospital, Beaumont, Tex. 
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of the times, and it is well for them to study the methods of 
personnel administration used in the field of industry. That 
the subject of personnel relations is receiving more consicer- 
ation from hospital administrators is apparent in the last 
few years, and an effort is being made to standardize wages, 
working hours, and benefits, such as meals, sick leave, vaca- 
tion, and housing facilities. 

The custom of providing such perquisites as meals, 
laundry, and housing facilities has long been the practice in 
hospitals. There was a time when hospital employees re- 
ceived little in the way of cash compensation for their serv- 
ices, but they did receive full maintenance. This custom is 
probably a continuation of the old apprentice system in 
which the employer was obliged not only to give instruction 











but also room and board to the apprentice. Hospital admin- 
istrators of today are trying to get away from this paternal- 
istic attitude towards their employees. The present tendency 
is to pay the employee the cash value of his maintenance 
and allow him to live and eat where he pleases. This system 
attracts a more satisfactory type of worker to the hospital 
and also presents a truer picture of the actual compensation 
which the worker receives from the hospital. An employee 
will many times be surprised and agreeably so, when the 
cash value of hospital benefits are added to his salary. His 
salary will then compare much more favorably with that 
paid by industry for a similar job. Then too, since there are 
no slack periods in the hospital field as happens sometimes 
in the field of industry, the security of employment may be 
another factor. Hospitals also are very liberal with sick leave, 
and most hospitals provide free hospitalization for their em- 
ployees and hospitalization with a discount for employees’ 
dependents. 

Not all hospitals have made this change from a cash plus 
maintenance basis to a complete cash basis in compensating 
their employees for work done. In these disturbed times 
many administrators cannot see their way to make such a 
change. They are putting into practice the policy of “letting 
well enough alone” until the day comes when they will be 
able to adopt this system without danger of losing a val- 
uable employee. Many positions in our hospitals today are 
held by old and tried employees, and a change in the meth- 
od of compensation may have bad results. 


The Demand for Cash Compensation 

The subject of wages is always of primary importance to 
the worker, and the perquisites he receives will get little 
consideration from him unless their value is explained to 
him. What matters most to him is his “take home pay.” 
There is an old charge that hospital employees are under- 
paid, but if a fair value were given to such benefits as food, 
laundry, and housing facilities which they receive, their sal- 
ary scale would compare more favorably with that paid in 
industry. A great majority of employees receive at least one 
meal each workday in addition to their salary, many of them 
receive more than one, and not a few receive full main- 
tenance. These benefits, especially in these times of housing 
and food shortages, are of great value to the worker. In 
benefiting the worker, they also prove very valuable to the 
hospital. 

Advantages of Providing Maintenance 

Some of the advantages of providing maintenance for 
hospital employees are: 

1. The employee lives in the hospital and is usually subject 
to immediate call in case of an emergency. The necessity of 
having the employees of some departments live in the hos- 
pital is evident. In the course of twenty-four hours in any 
hospital, many things can happen that are real emergenc:es, 
and a few moments’ delay may mean a life or death. In the 
list of these necessary people one may classify a member of 
the surgery staff, of the emergency room or delivery room 
staffs, of, the clinical laboratory staff, or of the engineering 
department. This is especially true in the smaller hospitals 
where the number of patients treated does not require the 
services of a twenty-four-hour staff in these departments. 

2. The employee receives regular meals, and a well nour- 
ished employee is in a better physical condition to do his 
work. When a hospital assumes the responsibility of feeding 
its employees, the person responsible should see to it that 
an adequate diet is furnished, and also that a choice of food 











is available. This makes for employee contentment, and a 
contented worker is a wonderful asset to any inst.tution, not 
only for the service he renders, but also for the harmonious 
public relations which he helps to create. 


The Disadvantages of Maintenance 

But the advantages of providing maintenance are often 
outweighed by the disadvantages. A few are given here. 

1. Where people live in the same surroundings in which 
they work, there are apt to develop dislikes, discontentment, 
criticisms, and jealousies, and these will be reflected in the 
care given to the patient. It is foolish to expect that indi- 
viduals with different tastes and habits, likes and d.slikes, 
can live together in the same environment in which they 
work all day or all night long, and be as happy as when they 
disperse after their work period and completely change their 
interests and surroundings. 

2. As to the matter of food, many employees complain 
that they are given little choice in the selection of their 
food, and consequently do not like to eat at the hospital. 
Along with employee dissatisfaction, this type of meal serv- 
ice results in a sizable waste of food, and since this waste of 
food not only includes the raw cost of food, but also the 
time spent in the preparation of it, this is no small matter 
to consider. Many times it is not what the employee says or 
does while on duty, but his actions and conversations while 
away from the institution that make or mar its reputation. 
A conversation overheard at a local drug store or cafe, about 
hospital food, may leave a lasting impression on the mind 
of the hearer. 

3. The fact of having an employee live in the institution 
discourages home and family life, and the worker is in- 
clined to become “institutionalized.” 

4. At times the employee loses sight of the value of main- 
tenance and complains that wages or salaries are too low. 
He does not value what he does not pay for. This is only 
human. Industry has seen the disadvantage of providing 
these extras without the employee paying for them by cash 
or by a payroll deduction. Hospitals must see that the old 
method of giving meals, maintenance, and hospitalization 
to their employees without any thought of the cost to the 
hospital, is outmoded and unbusinesslike and must not go 
on. It is only when employees know what it costs on the 
open market to buy good food well prepared and served, and 
a good clean room, well cared for, that they appreciate the 
money value of complete maintenance. 


Evaluating the Perquisites 

It has been only in recent years that hospital administra- 
tors are beginning to evaluate in terms of cash the per- 
quisites an employee receives, and to deduct from salaries 
and wages the value of these perquisites. The evaluation of 
these perquisites seems to be an individual one for each hos- 
pital, and will depend on many factors, such as, locality, 
living conditions in the vicinity, cost of living in the area, 
accommodations available, cost to the institution of supplies, 
and in additional help and many other things. However, 
most hospitals make allowances on the basis of thirty dollars 
a month for food, ten dollars a month for housing facilities, 
and five dollars a month for laundry. Obviously, with the 
high cost of living today, these charges are much less than it 
would cost the employee to live outside of the hospital, but 
it is approximately what it costs the hospital to furnish 
these perquisites. In considering this matter, each hospital 
should make a detailed study of its current operating costs, 
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and the costs of maintaining the equipment and buildings 

used to care for the personnel. 
At the recent institute, convened by the American Hospital 
Association at the University of Houston, there was a very 

" interesting discussion on the subject of cash in lieu of meals. 
Only one of the hospitals represented had made the change, 
but the Texas Hospital Association followed up the discus- 
sion by sending a questionnaire to four hospitals in the state 
known to have converted meals into cash. The results were 
entirely in favor of this new method. Very few disadvan- 
tages were noted. The satisfaction of the employee, the better 
service given to the patient, the economy because the indi- 
vidual buys only the food he will eat, and the truer picture 
of salary which the employee receives, were mentioned as 

advantages. In each hospital there was a pay cafeteria in 
which the employee may eat if he should so desire. This 
brings up the advantage of having a pay cafeteria in the 
hospital. It is economical. It is time saving, and the em- 
ployee knows that the food he eats there is good and pre- 
pared in a sanitary manner. 

The problem, and problem it is, discussed in this article 


THE Hospital Construction Act was passed by the Senate 
Senate, Tues., Dec. 11, 1945, thus climaxing temporarily 
the efforts of the three Hospital Associations and of many 
other agencies to secure for the nation an adequate supply 
and distribution of hospital facilities. The Bill must now be 
sent to the House of Representatives for its endorsement. 
It is likely that the House of Representatives will desire to 
hold its own hearings on the Bill, since several agencies 
have already served notice that they expect to make sug- 
gestions to their Representatives concerning one of several 
controversial phases of the Bill. Despite this, however, the 
Bill is well on its way toward legislative enactment. The 
Hospital Associations have every reason to feel gratified 
over their success. This is the first time that a hospital- 
sponsored Bill; that is, a Bill sponsored, formulated, and 
defended by the three Hospital Associations, has proceeded 
as far as this one has along the legislative highway. 

On Monday, December 10, Senator Murray, in a lengthy 
address before the Senate, attempted to have voted into the 
Bill as many as seven different amendments. Since these 
amendments embody what, in Senator Murray’s mind, are 
the weaknesses or shortcomings of the Bill, much might be 
gained by here reviewing the content of Senator Murray’s 
proposed amendments and the addresses which were made 
in support of them. 


The Advisory Council 

Senator Murray’s first criticism was directed against the 
alleged confusion in the Bill between administrative and 
advisory functions. The Senator called attention to the fact 
that President Truman, in his message to Congress, had 
said that “In approving State plans and individual projects, 
and in fixing the national standards, the Federal agency 
should have the help of a strictly advisory body that includes 
both public and professional members.” Senator Murray 
emphasized his remarks as follows; “Eight of the nine 
members of this Council are to be appointed by the Federal 
Security Administrator to hold office for terms specified at 
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The Hospital Construction Act (5.191) 


Alphonse M. Schwitalla, S.J. 


is just one of the many personnel problems facing hospital 
administrators today. They are competing with industry in 
obtaining and retaining employees, and at the present time 
there is an abundance of jobs that pay high wages. We get 
what we pay for, so the wages of hospital employees must 
approximate those paid by industrial organizations for a 
similar position. But we must be businesslike, and have the 
employee understand the cash value of hospital perquisites if 
our hospital provides them. 
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the time of appointment and fixed by statute. However, only 
at the moment when they are appointed are they subject to 
his supervision or direction. Once appointed, they and the 
Council (except for its Chairman, the Surgeon General) are 
entirely independent of both the Surgeon General and the 
Administrator. There is no procedure for appeal from the 
action (or inactions) of this Council, as there is from those 
of the Surgeon General. The Council is a totally independent 
agency of administration, since it is accountable to nobody, 
responsible to nobody, controllable by nobody. Yet this new 
kind of independent agency has important administrative 
duties, quasi-judicial functions, and a veto power over the 
Surgeon General (and, hetice, over the Administrator) in 
certain, of his essential administrative duties for carrying 
out a program that involves granting large sums of money 
from the Federal Treasury to States and their political sub- 
divisions and to private organizations.” 

This analysis of Senator Murray’s was challenged vigor- 
ously by Senator Taft, as well as by Senator Hill, the sponsor 
of the Bill. It is interesting to note that what the Hospital 
Associations regarded as one of the strong features of the 
Bill; namely, the prevention of exclusive or highly cen- 
tralized power in the hands of the Surgeon General, throug) 
the delegation of advisory function to the Council, is now 
regarded by Senator Murray as an administrative weakness 
against which charge Senator Taft and Senator Hill must 
both defend the projected measure. Interestingly enough, 
also, Mr. Taft says, “So far as the administrative powers of 
the Surgeon General are concerned, I do not think there is 
any modification, and it seems to me that, . . . the functions 
of the Council are purely advisory,” and Mr. Hill says, 
“As I conceive the situation, the Council has nothing to do 
with the administration of the Act or carrying out its 
provisions. . . . After the regulations are once made for al! 
the States, and approved by the Council, the Council 
passes entirely out of the picture.” These diverse viewpoints, 
so important for the future of hospital construction and 
distribution of hospital facilities in the nation, will, no doubt, 

















make it most important to watch carefully over the evolution 
of the functions of the Council when this measure becomes 
law. The remedies which Senator Murray suggests may be 
briefly summarized. They are three. The first requires the 
Surgeon General “to consult the Council before prescribing 
the regulations which he must issue in order to get the 
program started.” The second amendment “deprives the 
Council of any power to reverse the Surgeon General when- 
ever he finds that a State plan does not meet the Federal 
requirements.” The third, finally, “provides assurance that 
the President and the Congress will regularly be informed 
whether or not the Surgeon General is consulting the Coun- 
cil and whether he is taking or ignoring their advice.” 


Protection of Federal Funds 

Senator Murray points out that the program is “a joint 
Federal-State program. . . . The Federal Government puts 
up the money and ‘sparks’ the program; but practically all 
of the administrative discretions are given to the States.” 
Senator Murray regards this as unsound. He counsels, there- 
fore, that the Federal Government should be given the right 
in the Bill to assure itself of the utilization of Federal funds 
for only necessary and worthy purposes conformable to the 
intent of the Bill. All assurance as to the wise use of the 
funds is in the present Bill left to the States — “a dangerous 
and unwise proposal.” 

Here again, we encounter an extremely interesting and 
significant viewpoint. Senator Murray does not hesitate to 
speak his mind when he says that he is making a suggestion 
for an amendment on the point here under discussion “con- 
sidering how inadequate — and, in many cases, non-existent 
—State control of hospitals has been in the past.” He 
complains, therefore, that it is unwise to require that the 
Surgeon General must approve any project recommended 
by a State and found to meet certain requirements. And then 
follows the very important statement, “If every State were 
to do a scrupulously fine job in approving projects, all 
would be well; but wherever and whenever a bad project 
might slip by, the Surgeon General would still have to 
approve the project and the Federal Government would have 
no protection or recourse.” 

To remedy this feature of the Bill which Senator Mur- 
ray regards as a weakness, he suggests that the standards 
which the Surgeon General is required to promulgate “will 
apply to maintenance and operation as well as to construc- 
tion and equipment.” Secondly, that the “standards to be 
promulgated by the States shall be in accord with the 
Federal standards promulgated by the Surgeon General.” 
Thirdly, “to leave the Surgeon General authority to refuse 
to approve a project which — for reasons unforeseen by the 
specific requirements of the Bill — should not be approved 
for Federal aid.” On this latter point, the proviso was added 
that the Surgeon General, before taking such definite action, 
must consult the Council, thus to prevent all capricious 
use of power by the Surgeon General. 


Use of Federal-Aid Hospitals by Qualified Doctors 

Senator Murray, while recognizing the enormous serv- 
ices rendered by the voluntary non-profit hospitals to the 
nation still says, “that many hospitals are used selfishly 
for the benefit of some doctors, while other qualified doctors 
in a community are excluded.” He wishes, accordingly, to 
introduce an amendment assuring the use which is to be 
made of public funds when a grant is made to other than 
public bodies. He admits that in the present Bill provision 











is made for assuring that the services of the non-profit 
hospitals are available to all the patients of the community, 
but he says, “There are no provisions . . . to protect the 
Federal grants against the exclusive use of an aided hos- 
pital by the ‘closed’ staff of a proprietary hospital that 
appears in the guise of a non-profit hospital.” 

Secondly, he admits also that the provisions in the pres- 
ent Bill assuring community use of the hospitals are good. 
These provisions, however, do not assure “the use of the 
hospitals by all qualified practitioners in the community.” 
To remedy these situations, Senator Murray would amend 
the Bill, requiring “that a project aided by Federal funds 
will be available to all qualified practitioners for the perform- 
ance in the hospital of such services as they are professionally 
qualified to perform.” 


More Adequate Appropriation 

Senator Murray is not satisfied with the basic amount 
authorized to be appropriated each year for grants-in-aid 
to construction. He says that $75,000,000 is only a fraction 
of the amount needed. This amount of Federal funds, ac- 
cording to Senator Murray, would support $139,000,000 of 
construction per year if all of the States can and will take 
full advantage of their opportunities to obtain Federal aid. 
For the five-year period, therefore, there should be au- 
thorized to be appropriated $375,000,000 of Federal funds, 
permitting hospital construction to cost $695,000,000. Sena- 
tor Murray compares this with the minimum estimated need 
of about $2,500,000,000 of construction which the Surgeon 
General stated in the hearings on S. 191 to be the national 
need. Senator Murray recommends, therefore, that in order 
to conserve time and to insure the availability of the needed 
funds, the Bill should authorize to be appropriated not less 
than $150,000,000 a year of Federal funds instead of 
$75,000,000.This increased amount would support only a 
fraction of the construction program that is really needed. 
If Surgeon General Parran’s figure estimating ‘he cost of 
the country’s needs is to be accepted; namely, $2,500,000,000 
of hospital construction, the Federal proportion of this on the 
basis of the amounts authorized to be appropriated in S. 191 
would be $1,350,000,000 for five years, or $270,000,000 per 
year, of which amount Senator Murray believes we should 
ask in the present Bill for $150,000,000, while Senator Hill 
has asked for only $75,000,000. 

These figures deserve further critical study. The basic 
tabulation of the Federal percentages of Federal and non- 
Federal funds for hospital construction, as defined in S. 191, 
has been calculated by the Federal Security Administration 
and has been read into the remarks of Senator Hill. This 
table is most illuminating, and will not be without its par- 
ticular interest to the readers of this Journal. Accordingly, 
a further study of the principles involved and of the amounts 
of money will be published in an early forthcoming number 
of Hosprrat Procress. 


A More Adequate Standard for Public Health Centers 

Senator Murray points out that the standard fixed in the 
present Bill for public health centers is one such center for 
30,000 persons of the population in a State. Obviously, 
such a standard would work to the great disadvantage to 
the people living in sparsely settled areas. A “more liberal 
ratio would be desirable and justified.” 

Senator Murray recommends in his fourth amendment 
that there should be one public health’ center per 10,000 
persons of the population. 
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Membership of the Council 
To balance the public and the professional representation 
in the Federal Hospital Council, Senator Murray proposes 
that there be four members of the Council chosen from the 
professional groups and four from the general public. The 
Surgeon General would be the ninth member, and would 
be Chairman. 


The Surgeon General's Legislative Recommendations 

The last of the amendments suggested by Senator Mur- 
ray proposes that the Surgeon General be given authority 
“to make recommendations as to further legislation which 
may be needed.” It seems interesting that Senator Murray 
should suggest this, since in another amendment he is so 
insistent that there be a careful distinction between the 
advisory and the administrative functions of the Council. 
In this seventh amendment, it is just possible that he is 
extending the administrative functions of the Surgeon Gen- 
eral quite dangerously into the area of legislative responsi- 
bility. This is particularly important, since the Surgeon 
General of the Public Health Service on the basis of the 
experience of the last twelve years is in many respects the 
most frequently consulted by the legislative arm of the 
Government of all the higher ranking public officials. In 
concluding his address to the Senate, Senator Murray em- 
phasized the fact that S. 191 must be supplemented by other 
legislation if the Bill is to achieve its great social purpose of 
bringing hospital facilities to the poorest and the neediest 
of our communities. He again called attention to President 
Truman’s health message, and quoted the President as say- 
ing: “I want to emphasize . . . that the basic problem in 


this field (construction of needed hospitals and other health 


facilities) cannot be solved merely by building facilities. 
They have to be staffed; and communities have to be able 
to pay for the services. Otherwise the new facilities will 
be little used.” 
Further Debate 

In the subsequent debate of the Bill, valuable suggestions 
were made by several speakers: Senator Taft of Ohio; 
Senator Langer of North Dakota; Senator Saltonstall of 
Massachusetts; Senator Kilgore of West Virginia; Senator 
Smith of New Jersey; and Senator Donnell of Missouri. 

Senator Donnell in explaining three verbal amendments 
which by permission he treated “en bloc” spoke as follows: 
“The Bill itself . . . authorizes the appropriation of the sum 
of $5,000,000, in order to assist States in . . . inventorying 
of existing hospitals, to survey the need for construction 
of hospitals, and to develop programs for construction of 
such public and other non-profit hospitals as will, in con- 
junction with existing facilities, afford the necessary physical 
facilities for furnishing adequate hospital, clinic, and similar 
services to all the people of the several States.” Senator 
Donnell then goes on to propose that these facilities should 
be appropriated out of a new fund which he seeks to 
establish by amendment, which “fund shall be available 
. » « pursuant only to appropriations made under the 
authority of the Bill.” Mr. Donnell points out that in the 
present Bill the funds authorized to be appropriated “may 
be payable from any funds in the possession of the Treasury 
of the United States, whereas under the proposed amend- 
ment the Secretary of the Treasury is authorized and 
directed to deposit for each year in.a special fund, proceeds 
of certain specific receipts of the United States Government; 
namely, taxes, duties, imposts, or excises” Senator Donnell’s 
contention, expressed in subsequent remarks, indicates that 


392 HOSPITAL PROGRESS 


in his opinion the amendment which he proposes “is essen- 
tial to the constitutionality of the Bill,” and, secondly, “is 
advisable from the standpoint of sound public policy.” 

On Tuesday, December 11, there was further debate, 
but when the vote was taken none. of Senator Murray’s 
amendments was approved and accepted, nor was Senator 
Donnell’s amendment. 


The Position of the Catholic Hospital Association 

The position of the Catholic Hospital Association, with 
reference to S. 191, has been carefully summarized in a 
document prepared for various administrative and public. 
relations purposes. From the very beginning of the studies 
leading to S. 191, the Catholic Hospital Association has 
indicated its desire that certain safeguards be introduced 
into the Bill to protect the interests of the voluntary non- 
profit hospitals. Accordingly, we must here again reiterate 
this point. 

There is provision in the Bill permitting both the public 
tax-supported and the voluntary non-profit hospitals to 
participate in the funds allocated to new projects which 
are intended to relieve the needs of the States, re revealed by 
the State surveys. The Catholic Hospital Association is 
vitally interested, however, in safeguarding the relative 
position of the voiuntary and the public tax-supported 
hospitals, because of a well recognized tendency in legisla- 
tion in extending preferential allocations to tax-supported 
agencies, thus relegating the voluntary non-tax-supported 
institutions to a subordinate position in each State. It is 
believed that a measure of assurance concerning the fate 
of the non-profit hospitals under S. 191 could be secured 
if the present ratio in supplying hospital service between the 
non-profit hospitals and the tax-supported hospitals could 
be maintained. Two difficulties occur in establishing such 
a ratio; first, it is difficult te find a measure of hospital 
service applicable under the premises in the situation here 
contemplated; and, secondly, it is clearly undesirable to 
“freeze” the present ratios for an indefinite period of time, 
since no one can know whether future contingencies may 
make an imbalance in these ratios either in favor of the 
tax-supported or in favor of the non-profit hospitals highly 
desirable if not politically and governmentally necessary. 
The first difficulty probably can be eliminated by care- 
ful study. The presently existing ratio of beds in the tax- 
supported and in the voluntary non-profit hospitals or the 
ratio of patients might possibly furnish sound criteria. With 
reference to the second question, it is suggested that the 
ratios be maintained “unless in the judgment of the State 
Commission, evident inconsistencies and disproportions exist 
which obviously should be remedied through a difference 
in the proportions of the allocations.” It is suggested, further- 
more, that the regulations to be written by the Surgeon 
General and later on the State regulations to be written 
under the State Hospital Commissions, should embody the 
procedures acceptable in the various States. . 

This Association desires, moreover, that to 
proper balance between the advisory, the administrative, 
and the executive functions performed under the Hospital 
Construction Act, adequate provision should be made for 
membership in the Federal Council of technically and 
professionally prepared personnel. And, lastly, the Associa- 
tion would require also that the appeal procedures should 
be amended to permit an appeal to the Federal agency by 
the applicant from a decision of a local or a State Board or 
the State Hospital Commission. The statement concerning 
the Catholic Hospital Association’s position follows: 
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The Catholic Hospital- Association’s Position on the Hospital 
Construction Act (S.191) 


For a number of years the Catholic Hospital Association 
has been active in the promotion of the extension of hos- 
pital facilities to rural areas and areas suffering from severe 
economic distress in the United States. It has done much to 
interest religious communities in this important work. It 
has lent its support to governmental programs designed to 
obtain the same objectives. It has collaborated with other 
hospital associations in promoting federal legislation de- 
signed to extend hospital facilities to areas in which they are 
sorely needed. It has contributed greatly to the formulation 
of new legislation, particularly S. 191, directed towards the 
extension of hospital facilities. It has endorsed the objectives 
of S.1g1 now before the Senate of the United States. 

Other Catholic organizations and groups connected with 
the National Catholic Welfare Conference have endorsed 
the attitude of the Catholic Hospital Association and have 
seconded the Association’s efforts in promoting the extension 
of hospital facilities. Thus, the Directors of Catholic Chari- 
ties in published statements have supporfed the attitude and 
programs of the Catholic Hospital Association. 

In the various Committee meetings which were held prior 
to the perfecting of S.191, the representatives of the Catholic 
Hospital Association called attention to certain provisions 
in the Bill which for various reasons were regarded as less 
satisfactory. These provisions and suggested modifications 
pertain particularly to the authority of the Federal Advisory 
Council planned in S.191, and to the appeal procedures out- 
lined in it. Despite these reservations, however, the Execu- 
tive Committee and the Administrative Board of the 
Catholic Hospital Association gave continuing support to 
the purpose of S.191. The Association attempted to make 
this Bill a more perfect instrument in the hands of the 
federal government in the promotion of the Bill’s very 
laudable purpose. , 

Further study of the proposed legislation only confirmed 
the officers of the Catholic Hospital Association in their 
attitude concerning the two phases of the Bill just men- 
tioned. A third consideration, however, was given more 
intense study, namely the implications of the Federal-State 
pattern. There are implications in this pattern which in the 
future will affect not only the field of health and hospitals, 
but also the general field of social welfare. These implica- 
tions have particular reference to non-tax-supported, non- 
profit agencies, whether they be hospitals or welfare agencies. 

Finally consideration was given in the review of the 
legislation to the difference in the effect upon the provisions 
for the national health of federal grants-in-aid for capital 
expenditures, and federal grants-in-aid for services. 

In view of these re-studies and in further view of the 


continuing endorsement of the purposes and objectives of 
S.191, particularly as recently recast by the Senate Com- 
mittee on Education and Labor, the officers of the Catholic 
Hospital Association are of the opinion that the Bill could 
be improved and greatly strengthened by a number of 
amendments. 

Accordingly, the following amendments are suggested: 

1) As presently revised, the Bill authorizes to be appro- 
priated a sum of money “for the construction of public and 
other non-profit hospitals.” The Catholic Hospital Associa- 
tion has regarded this basic provision as most important in 
the interest of public policy and in furtherance of the Bill’s 
purpose. In the same interest, however, and for the same 
purpose, this Association deems it to be still more desirable 
for the furtherance of the public interest to specify definitely 
the relative proportion of funds allocable for the construction 
of public tax-supported hospitals and to other non-profit 
hospitals respectively, the presently existing ratio between the 
service rendered by the public tax-supported hospitals and the 
other non-profit hospitals to be regarded as the measure of 
the respective allocations of federal and state funds for 
hospital construction unless in the judgment of the State 
Commission, evident inconsistencies and disproportions exist 
which obviously should be remedied through a difference in 
the proportions of the allocations. This Association believes 
that only by definitely recognizing the ratio to which refer- 
ence is here being made, can the many and great values 
inherent in the system of voluntary non-profit hospitals be 
preserved. 

2) In order to secure the proper balance among the 
deliberative, the administrative, and the executive functions 
in the general administration of funds allocated under the 
Hospital Construction Act, it is deemed imperative by this 
Association to guarantee adequate representation on the 
state as well as on the federal Council of persons who are 
technically and professionally prepared to evaluate state 
and national needs, so that the Executive Officer may be 
fully justified in giving consideration to the Council’s 
authority. 

3) The appeal procedure should be amended to permit 
an appeal to the Federal Agency by the applicant from a 
decision of a local or a state Board, in case an applicant 
feels aggrieved by any adverse decision of the State Agency. 


For the 
Administrative Board — 
Catholic Hospital Association 


Alphonse M. Schwitalla, S.J. 
November 30, 1945 


DECEMBER, 1945 393 





THE MEDICS: THE UNSUNG HEROES OF THE WAR 


Editor's Note: We are indebted to Mr. Thomas A. Halley, 
S.J., a student of Theology, at St. Mary’s College, St. Marys, 
Kansas, for the following excerpt from a letter by an Intelli- 
gence Officer who saw action with the Tenth Army on 
Okinawa. The writer asks to remain anonymous. 

High tribute has been paid in decorations, citations, and 
publicity to our armed forces. Here is a timely tribute paid 
the medics by an Army Intelligence officer who saw action 
with the roth Army on Okinawa. He asks that he remain 
anonymous. 

“Last and not least I want to describe a scene in a busy 
Medical evacuation tent — surgeons busy under lights; air 
raid on; Jap plane begins to strafe nearby; people dissolving 
into the safety of their fox-holes; medics working on and 


on; never even by a flick of the eyelash acknowledging 
the presence of a Jap within 1,000 miles. 

“For cool, calm courage—I give you the medics! In 
crudest surroundings and under great handicaps they per- 
form miracles beyond the ken of ordinary man; and they 
are unrecognized and largely unsung, as compared with 
other branches of the service. They are men whose steadiness 
gives life-saving courage and hope to men so wounded, it 
would seem they must be dead. 

“A few days ago a medic had to call on an ordnance 
expert to assist in major surgery: the patient had a touchy- 
fused, unexploded mortar shell two thirds of the way 
through him. A false move and patient and all would have 
been blown to bits. 

“Blood plasma is a life-saver. One Marine required 40 
pints in 4 days!” 





RESEARCH FELLOWSHIP 


Radcliffe College, Cambridge, Mass., 
invites application for the Helen Put- 
nam Fellowship for Advanced Research 
in the general field of genetics or of 
mental health. The fellowship, carrying 
a stipend of $2,000, and covering a 
period of eleven months, from October 
1, 1946, is open to mature women 
scholars who have gained their doc- 
torate or possess similar qualifications 
and who have research in progress. 
Applications for the award must be 
submitted to Radcliffe College not later 
than April 1, 1946. 

All normal laboratory facilities will 
be provided to the winner of the 
Putnam Fellowship, whose appoint- 
ment will be announced about May 1 
by the Committee on Award which 
includes President W. K. Jordan of 
Radcliffe and the following members 
of the Harvard University Faculty: 
Arlie V. Bock, M.D., professor of 
hygiene; Stanley Cobb, M.D., professor 
of neuropathology and _psychiatrist-in- 
chief at the Massachusetts General Hos- 
pital; Alden B. Dawson and Leigh 
Hoadley, professors of zoology; Karl 
Sax, professor of botany; and Edwin 
B. Wilson, professor of vital statistics, 
emeritus. 


NEW DIRECTOR FOR CANCER 
SOCIETY 

Edwin J. MacEwan’s appointment 
as Administrative Director of the 
American Cancer Society was an- 
nounced this morning by Elmer H. 
Bobst, Chairman of the Executive Com- 
mittee of the Board, at the Society’s 
headquarters, 350 Fifth Avenue, New 
York City. 

The office is newly created and car- 
ries full responsibility for the business 
management of the cancer organization 
which is national in scope with affiliates 
in virtually every state in the nation. It 
became effective October 15. 

Mr. MacEwan resigned as Executive 
Vice-President of the New Haven Con- 
necticut Chamber of Commerce. In 
announcing his resignation, Charles A. 
Williams, Chamber President, said, “T 
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am certain that all Chamber members 
and the people of New Haven will 
feel proud and honored that Ed Mac- 
Ewan has been chosen for the im- 
portant position of Administrative Di- 
rector of the of the national American 
Cancer Society. As the top staff busi- 
ness executive of the Society, his abili- 
ties should be distinctly helpful in 
accomplishing the Society’s broad ob- 
jectives of public education, improve- 
ment of cancer clinic and diagnostic 
facilities, and research. All the mem- 
bers of the Chamber will miss his 
counsel and his aggressive, 24-hour-a- 
day program to make the New Haven 
Chamber the outstanding commercial 
and civic organization in the East.” 
The American Cancer Society is an 
organization of outstanding business- 
men, physicians, and scientists, dedi- 
cated to the control of cancer, the 
second deadliest killer today. Its pro- 
gram of research, education, and serv- 


Edwin J. Mac Ewan, New Administrative 
Director, American Cancer Society. 


ice is made possible through the annual 
national campaign for funds. 

President of the Society, Dr. Frank 
E. Adair, is the prominent cancer 
specialist and surgeon. Eric A. Johns- 
ton, president of the U. S. Chamber 
of Commerce, is chairman of the board 

“of directors, and Elmer H. Bobst 
former president of Hoffman La-Roche, 
Inc., is chairman of the executive com- 
mittee of the board. J. Louis Neff 
will continue as executive director. 

Mr. MacEwan headed the first an- 
nual campaign of the American Cancer 
Society in Connecticut last year, and 
when the drive closed Connecticut led 
all other states on per capita contribu- 
tions. 

He came to the New Haven Cham- 
ber of Commerce early in 1944 from 
Quincy, Mass., where he had served 
as executive secretary of the Chamber 
and as executive director of the Com- 
munity Fund. He conducted a cam- 
paign that doubled the Chamber's 
budget and nearly doubled its mem- 
bership. He has been much in demand 
as a speaker on business subjects 
throughout New England and as a 
consultant on organization procedure. 
He organized the Sales Managers Club, 
Foreign Trade Club, Women’s Traffic 
Club, and many other groups within 
the Chamber. 

Last year he was appointed Con- 
necticut member of the five-man Com- 
mittee on Housing, by the Board of 
the Federal Home Loan Bank of 
Boston, Mass. He set up a co-ordinat- 
ing office of the Department of Foreign 
and Domestic Commerce and a local 
office of the Inter-American Affairs 
Committee. 


NEW MEDICAL SCHOOL 


The first-year class of a medical 
school has been organized at the Uni- 
versity of Ottawa (Ontario, Canada). 
Very Rev. Philippe Cornellier, O.M.I., 
rector of the university says that sec- 
ond-year work will be introduced next 
year, and so on until the six-year course 
is in operation. A new $400,000 build- 
ing will be erected. 












ARMSTRONG X-4 PORTABLE BABY INCUBATOR 


The Armstrong X-4 Baby 
| Incubator is the only Baby In- 
















cubator tested and approved 
by Underwriters’ Labora- 
tories for use with oxygen. 


o 
. Low cost 


. Underwriter approved 

. Simple to operate 

Only 1 control dial 

. Safe, low-cost, heat 

. Easy to clean 

- Quiet and easy to move 

Ball-bearing, soft rubber casters 

Fireproof construction 

. Excellent oxygen tent 

. Welded steel construction 

. 3-ply safety glass 

. Full length view of baby 

. Simple outside oxygen 
connection 

. Night light over control 

. Both F. and C. thermometer 
scales 

. Safe locking ventilator 

. Low operating cost 

. Automatic confrol 

. No special service parts 

. Safety locked top lid 
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N offering you the Armstrong X-4 a hundred voluntary repeat orders 
Portable Baby Incubator we stand _have been received. It is now in use 
firmly on the principle that we must _in 46 States as well as in Canada and 
provide a SAFE Baby Incubator, a —__ Latin America. More and more it is 
LOW COST Baby Incubator anda ___ being used, not only for the pre- 
SIMPLE Baby Incubator. That we mature baby, but for any debilitated 
have succeeded is evidenced by the or under weight term baby. We 
fact that in less than a year, close to _— sincerely believe you will like it. 








If you will write us we will gladly mail you a descriptive bulletin. No sales- 
man will call on you for the Armstrong Incubator nrust be fine enough and low 
enough in cost to sell itself. We believe wise supervision will appreciate this. 






Distributed in Canada by Distributed in Latin America by 
INGRAM & BELL, LTD. GENERAL ELECTRIC MEDICAL PRODUCTS CO 
TORONTO, 2B, CANADA CHICAGO 3, ILLINOIS 















An Armstrong product 
manufactured and sold only by 


THE GORDON ARMSTRONG COMPANY - 3925 Shaker Square Station - Cleveland 20, Ohio 
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Hospital Activities 


NEED IS DESPERATE 

Government hospitals in and around 
Chicago are so desperately in need 
of civilian help that Joseph A. Con- 
ner, regional director for the U. S. 
Civil Service Commission, posted no- 
tices in post offices throughout Illinois, 
Wisconsin, and Michigan appealing 
for hospital and mess attendants and 
laundry workers to carry on the im- 
portant work of caring for the sick 
and wounded heroes in these hospitals. 

“We must not forget these men and 
women who have given so much of 
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themselves to win the war,” Conner 
said. “Now is the time when they need 
us who remained at home. We are 
secure but they are still suffering from 
wounds and ailments in the hospitals. 
They are entitled to clean linen for 
their sick beds but we must have more 
laundry workers. They are entitled to 
their food when it is time to eat but 
we need hundreds of mess attendants 
to prepare and serve the food and they 
need ward attendants. They are en- 
titled to a lot of other attention of 
which they are deprived because we 


do not have the help that is necessary,” 

Veterans, he said, are given first 
call to care for their hospitalized com- 
rades. But civilians, either men or 
women, are wanted to serve. Ward 
attendants are paid 71 cents an hour, 
which with overtime pay amounts to 
$1,919 a year. Laundry workers are 
paid on an hourly scale up to 85 
cents an hour, according to their ability, 

Applications may be filed at the 
regional office of the U. S. Civil Service 
Commission, 433 W. Van Buren St, 
Chicago 7, Ill. Application forms may 
be obtained at any first- or second-class 
post office in Illinois, Wisconsin, or 
Michigan. 

ARKANSAS 
Victory Nurses Aid 

Though the war is over, Victory 
Nurses aid is still necessary. For this 
reason, five of the young ladies at St. 
Bernard’s Hospital in Jonesboro have 
volunteered to continue their services. 
Taking temperatures, pulses, and res- 
piration; serving trays and answering 
bells are a few of the duties they per- 
form. 

CALIFORNIA 
New Hospital Holds “Open House” 

The Sisters of St. Francis of Penance 
and Christian Charity announced the 
completion of their new hospital, in 
Lynwood. They also issued an in- 
vitation to friends and_ benefactors 
throughout the county to visit the 
hospital on Sunday, November 11, 
when “open house” was held from 
2 to 5 p.m. 

Patients were admitted to the new 
hospital beginning November 19, and 
dedication day was set for Sunday, 
November 25. In the afternoon of that 
day, Archbishop John J. Cantwell 
blessed the new building, which has 
been named for St. Francis. 

The hospital stands on a 14-acre 
site. It has a 140-bed capacity and its 
X-ray, laboratory, and surgery equip- 
ment represent the latest in scientific 
development. 

The cost of the hospital building was 
$650,000. Of this amount, the sum of 
$400,000 was contributed by the Fed- 
eral Works Agency, representatives of 
which were present at the dedication 
ceremonies. 

Full equipment for the new building 
will cost $200,000. A campaign has 
been conducted for several months to 
raises the major portion of this amount. 
The sum of $110,000 already has been 
subscribed. 

CONNECTICUT 
Mass for Deceased Nurses 

The annual requiem Mass for de- 
ceased members of the alumnae asso- 
ciation of St. Francis Hospital School 
of Nursing, Hartford, and their rela- 
tives, was said on November 7. 

(Continued on page 36A) 
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$-2637 University Obstetrical Delivery and Operating Table 
OBSTETRICIANS and SURGEONS 
APPROVE the EFFICIENCY of THIS 


Shampe*() B TABLE 


*% SO EASY TO ADJUST .. 


+ One-piece, two- 


section top, mounted on hydraulic base, con- 
trolled by a single foot lever which raises and 
lowers table top. 

HEAD-END CONTROL .. . All necessary 
operating positions on head section may be 
obtained with ease by the anesthetist without 
leaving head end of table. 


SPECIAL DELIVERY CRUTCHES . 
Designed to remove pressure from bottom of 
thigh and knee of patient—are optional 
accessory. 

WRITE FOR our latest bulletin or complete 
catalog. 


Sold by your surgical or hospital supply dealer 


SHAMPAINE CO. 


ST. LOUIS 
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Hospital Activities 


(Continued from page 34A) 


FLORIDA 
Fund Workers Named 

Mercy Hospital authorities in Miami 
announced recently that George E. 
Whitten, president of Burdine’s, Inc., 
Miami, will serve as chairman of the 
Community Advisory Committee of 
Mercy Hospital Building Fund. 

The $2,000,000 non-recurring build- 
ing fund campaign takes place next 
February, with George C. Estill as 
general chairman, assisted by Judge 
David J. Heffernan, Oscar E. Dooly, 
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Jr., and Colonel Mitchell C. Wolfson 
as general co-chairman. 

There are 159 leaders of South 
Florida’s business, social, professional, 
and civic groups and public officials on 
the committee, which is still in process 
of organization. 

Colonel Wolfson said he believes 
Mercy Hospital will encourage young 
doctors returning from the service to 
settle in Miami, where they will have 
the latest and best equipment to work 
with. “It will provide,” he said, “a 
first-class institution to which they can 
send their patients; and it will have 
its effect in many ways on the busi- 
nesses of furniture, groceries, clothing, 
and the like. In every way, the new 





| 


hospital will be an outstanding cop. 
tribution toward the future growth of 
South Florida.” 


ILLINOIS 

14 Receive Caps 

Fourteen college sophomores became 
first-year student nurses recently when 
they received nurses’ caps in a cere. 
mony in the Mercy Hospital amphi- 
theater, Chicago. The caps were be. 
stowed upon them by Sister Mary 
Redempta, director of nurses. The 
principal address was given by Sister 
Mary Huberta, president of St. Xavier's 
College. 


Hospital Chaplain Dies 

Rev. Andrew Cook, S.J., chaplain, 
while on his rounds in Cook County 
Hospital in Chicago, died of a heart 
attack. Father Cook had spent more 
than 25 years with the sick of Chicago. 
Along with this record of mercy, he 
was known throughout the midwest 
for his retreat work. He once confided 
to a fellow Jesuit that he hoped to give 
250 retreats before he died. A list of 
238 was found on his record in his 
room after his death. 


School Observes 50th Anniversary 

The soth anniversary of St. Joseph's 
School of Nursing, Chicago, was ob- 
served in an all-day celebration that 
started with Mass at 10:30 am. A 
luncheon and an afternoon tea were 
parts of the observance. 

Graduates of the school gathered 
from all sections of the country. Miss 
Susan Crowe represented the first 
graduating class. Greetings from two 
of the graduates now abroad were read 
at the tea. 


Nufses’ Home Opened 

The new nurses’ home at the Little 
Company of Mary Hospital in Ever- 
green Park (Chicago) was formally 
opened a short time ago. The four- 
story building will accommodate 170 
nurses, one half of whom are Army 
nurses. 

Federal funds provided half the 
building costs, the remainder, includ- 
ing furnishings and equipment, being 
supplied by a committee of local 
citizens. 

The Little Company of Mary com- 
munity recently opened its new novi- 
tiate at San Pierre, Ind. 


INDIANA 

Aides Have Splendid Record 

All over the country the nurses’ 
aides are being urged to continue their 
work until more nurses can be released 
to the hospitals. 

At Margaret Mary Hospital in Bates- 
ville, during World War II, the Red 
Cross nurses aides donated 4,827 hours’ 


(Continued on page 38A) 
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CLEANING SIMPLICITY THAT SAVES OPERATING TIME 


The evaporating pan can be readily removed for cleaning 
out sludge accumulations without the aid of any tool whatever. 
The heating coil is thus exposed for scale removal at the same 
time. This exclusive “American” design invites frequent clean- 
ing which is essential to efficient operation and highest quality 
of distillate. 


DESIRED SAFETY AGAINST “BURN-OUT” 


American electrically heated Stills also incorporate a burn- 
out-proof factor of importance. Power will not flow unless the 
evaporating pan is properly filled with water. Failure of the 
water supply, for any reason, automatically shuts off all 


current. 








bUESSWORK 


Condenser Thermometer permits the op- 
erator to gauge performance at all times 
and to quickly and accurately adjust the 
regulating valves . . . an important in- 


novation featured in 


AMERICAN 
WATER STILLS 


unexcelled for the production of pyro- 
gen-free water for the preparation of 
parenteral fluids and surgical solutions. 


Specify “American” Stills for single, double or triple 
distilled water. Capacities ranging from 1 to 25 gallons 


of distillate per hour. 


ORDER TODAY or write for descriptive literature 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


bicciences AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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Beautiful, dignified, 
permanent. Nothing to 
compare with “Hollister 
Quality” copyrighted birth 
certificates. Produced by 
offset lithography on Hurl- 
but Diploma Parchment— 
all new white rag content. 
Sent to you each enclosed 
flat in envelope to match. 


Baby’s footprints and mother’s 


thumbprints on our certificates 
remain as proof of identity for life. 


Long-Reach 
Seal Presses 


A good imprint of official seal of 
hospital on gold wafer attached to 
certificate, adds authority. 


Duylesc 
Certificate Frames 


Hollister birth certificates, when 
framed and hanging in home and 
hospital, are productive publicity. 


and illustrated booklet 
sent upon request. 


( Sample birth certificates 


Franklin C. Hollister 
Company 


538 West Roscoe Street 
CHICAGO 13 
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Hospital Activities 
; (Continued from page 36A) 


work. A photo of the group appeared 
in the local papers, and Batesville and 
surrounding communities owe the aides 
a vote of appreciation and thanks for 
the splendid service rendered at a time 
when most needed. 


New Hospital Head Chosen 

Sister M. Geraldine, who has been in 
charge of the X-ray department at St. 
Joseph’s Hospital, Fort Wayne, for 30 
years, has been appointed superintend- 
ent of the hospital. She succeeds Sister 
Superior M. Milburg, superintendent 
at the hospital for the past 7 years, 
who has returned to the motherhouse 
for a rest and reassignment. 


IOWA 
Addressed Nurses 

Rev. Arthur J. Breen, dean of men 
at Loras College, in Dubuque, ad- 
dressed the freshman nurses at Mt. 
St. Agnes, his subject being “The 
Value of an Education.” 

On another occasion, shortly after- 
wards, Father Breen spoke before the 
entire student body of Mercy Hospital 
in Dubuque in recognition of Ameri- 
can Education Week. His subject was 
“Recent Tendencies in Education.” 


KANSAS 
Serves Patients Unable to Pay 

The policy of St. Mary’s Hospital, 
Emporia, whose charity ward is one 
of the seven organizations participating 
in the Community Chest, has always 
been to accept patients regardless of 
race, color, religion, or financial re- 
sources. If the patient is able to pay, 
he is expected to meet this responsi- 
bility, but no one is refused admittance 
or hospitalization because of inability 
to pay. 

The hospital has served Emporia and 
its surrounding community since 1884. 
The old hospital building gave way to 
a new construction in 1928. Through 
all the years, the hospital has been 
conducted by the Sisters of St. Francis, 
and it was they who assumed the 
financial responsibility of building and 
equipping the present hospital. Fifteen 
Sisters supervise the various depart- 
ments and receive no personal re- 
muneration above the necessities of 
life. This is a contribution to the com- 
munity that cannot be measured in 
dollars and cents. 

In addition to the service of the Sis- 
ters, the hospital renders services to 
numerous patients which require actual 
expenditures for food, medicine, sup- 
plies, paid employees, and general 
operating expenses. For these services 
the hospital is not reimbursed or is 


only partially reimbursed to the de- 
gree that the patient can pay. During 
the first six months of this year the 
services to patients who were unable 
to pay or able to pay only in part were 
equivalent to 5,118 days care at aq 
loss of the entire cost or a very sub. 
stantial part of the cost. 

The objective of every hospital is 
the care of the sick, and St. Mary’s 
has always accepted this responsibility, 
never allowing financial conditions to 
overshadow professional and personal 
considerations. The Sisters, who by 
reason of their vocation in life, give 
their services cheerfully and _gratui- 
tously. They are interested primarily 
in the care and recovery of ‘the pa- 
tients. They enjoy the co-operation of 
all the business houses in Emporia 
and friendly comradeship of patients 
and their families. They are especially 
grateful to the wartime volunteer nurse 
aides, who have helped them continue 
on a full-time basis during the war 
years when the maintenance of a 
regular staff was impossible. 


Hospital Staff Visits 

Sister Mary Luke, supervisor of 
nurses, and Sister Alfreda, dietitian, at 
St. Mary’s Hospital, Manhattan, visited 
Marymount College in Salina, recently, 
where the cadet nurses from the hos- 
pital are doing their preclinical train- 
ing. 

Fifty-eight young ladies from the 
four hospitals of the Sisters of St. 
Joseph which conduct nursing schools 
are doing their first 18 weeks of train- 
ing at Marymount. The hospitals affili- 
ated with Marymount are: St. John’s 
in Salina; St. Anthony’s in Sabetha; 
St. Joseph’s in Concordia; and St. 
Mary’s, Manhattan. 


KENTUCKY 
Observe Centenary of Founding 

The Sisters of the Poor of St. Fran- 
cis, who have operated St. Elizabeth’s 
Hospital in Covington for the past 85 
years, observed the centenary of the 
founding of their congregation with a 
solmen pontifical Mass in St. Mary 
Cathedral, on Thanksgiving morning. 

The Sisters of the Poor of St. Francis 
came to Covington in 1861 just 16 
years after the foundation of the con- 
gregation in Aachen, Germany, by 
Frances Schervier, in 1845. 

Frances Schervier was born at 
Aachen in January, 1819. Her father 
was a prosperous manufacturer and 
her mother was a French woman who 
had been imprisoned for her faith 
during the French revolution. The fu- 
ture nun early displayed a remarkable 
spirit of piety and charity toward the 
poor. While still in her teens, she de- 
voted most of her time to. instructing 


(Continued on page 40A) 
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G-E Bari-O-Meal 
for G-I Examinations 


In the field of literature countless books attain “‘best 

seller” stature— but quickly fade into oblivion. Occa- 

sionally, however, appears a volume which by unusual 

merit retains its popularity—in fact, grows in favor year 

after year. As with such a literary best seller so it has been 

with G-E Bari-O-Meal in the field of contrast media. Since its intro- 
duction more than 17 years ago this outstanding barium opaque has remained 
a consistent best seller. 


Not one, but a combination of features have made Bari-O-Meal the prefer- 
ence of the profession. Its pleasant tasting ingredients assure maximum 
patient co-operation. Its scrupulously supervised processing assures complete 
freedom from harmful foreign materials and irritating particles. And to 
doubly assure constancy of these features, every lot of Bari-O-Meal is further 
subjected to rigorous purity and texture tests by independent analytical 
chemists. Nothing is left undone to make G-E Bari-O-Meal the finest barium 
Opaque obtainable. 


Most discriminating x-ray departments are already safe-guarding patient and 
diagnosis by employing this G-E “‘best seller” for all G-I tract examinations 
more are changing over daily. If yours is not yet among them order a 
supply from your nearby G-E Branch Office today. It’s a change for the better. 


G-E BARI-O-MEAL 
(Vanilla or Chocolate Flavored) 


1 1-Ib. can... $0.35 25 1-b. cans...$ 7.50 
5 1-lb. cans.. 1,70 50 1-Ib. cans... 13.50 
10 1-Ib. cans.. 3.30 100 1-Ib. cans... 25.00 


Prices will be increased by the amount of such sales 
or use) tax as may be applicable. 


Canadian Prices Slightly Higher 


Frees | OUR FIFTIETH YEAR OF SERVICE reas? 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 
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Now Offered with Detachable Blade and Thickness Gauges 


Modified Blair-Brown Skin Grafting Knife with 
Marck’s Thickness Determining Attachment 


At the suggestion of many users, the new 
Blair-Brown Skin Grafting Knife is now 
offered with a detachable blade and the 
Marck’s Thickness Determining Attachment 
is now furnished with a set of four copper 
plate gauges for accurately regulating the 
thickness of the desired skin graft from 6 to 36 
thousandths of an inch in 2 thousandths inch 
steps. In use, the gauges are selected for 
the desired thickness and are then placed 
between the knife edge and the threaded 
grip rod as shown in illustration ‘‘H’’ above. 
The knurled thumb screws at both ends of 
the Marck’s Attachment then are adjusted 
until the space between the grip rod and 
knife edge provides a light tension on the 
gauges. 

The detachable blade feature greatly re- 
duces the cost of using the knife since extra 
blades are inexpensive and make it possible 
to own the equivalent of five knives at less 
than the former cost of two knives. These 
blades are made of razor steel and when 
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properly stropped by the emery flour method 
before each operation have been used in 
twenty or more operations before needing 
honing. A honing tube, “E,’’ is supplied 
with each knife to facilitate changing the 
angle for proper honing. A metal container 
which will hold seven biades is also included 
for use in storing and sterilizing the blades. 


B-B967 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘B,’’ complete with one blade, 
Marck’s Thickness Determining Attach- 


ment and set of four 
RN py See ee a Aeme >. $18.50 


B-B968 — Modified Blair-Brown Skin Graft- 
ing Knife, “‘D’’ (same as above but with- 
out Thickness Determining 
Attachment) 


B-B970 — Blair-Brown Knife 
Blades only, each 


COMPANY 


e St. Louis 3, Missouri 





Hospital Activities 


(Continued from page 38A) 
the children of her father’s employees, 
visiting the sick, and helping the 
poor who at this time were in great 
distress because of the banishment of 
religious orders from Germany by Bis- 
marck. 

Frances soon found herself at the 
head of a group of young women 
who had formed a society to help the 
poor. From this group she established 
her congregation in a small house in 
her native city in October, 1845. They 
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met some opposition at first, but in 
1851 received the approbation of the 
cardinal archbishop of Cologne. The 
Holy See gave them formal approval in 
1870. 

The congregation grew rapidly, 
founding many convents and hospitals 
in the Ruhr and Northwestern Europe. 
Many of these institutions have suf- 
fered severe damage in the war just 
concluded. 

The cause of the beatification of 
Mother Frances Schervier, who died 
in 1876, is now pending in Rome. 

The Sisters first came to the United 
States in 1858 when a small band of 


five founded a hospital in Cincinnati, 
Ohio. 


Drive Exceeds Goal 

The community drive for a fund to 
provide a contagious war and a nurses’ 
home at St. Elizabeth Hospital, Coving- 
ton, exceeded its goal by almost $79,- 
000. 

The goal set forthe drive was $300, 
ooo. But the nine counties of northern 
Kentucky participating in the cam- 
paign rolled up the sum of $378,551.69 
in cash and bankable pledges. Contribu- 
tions are still being received dai!y at 
the hospital. 

More than 1,100 workers of cvery 
faith and walk of life solicited for the 
fund in a_ house-to-house canvass 
throughout the nine counties of north- 
ern Kentucky served by the hospital, 
The campaign opened on August 15 
and officially closed on September 20. 

Of the total of $378,581.69, the sum 
of $39,520.75 was in the form of 
pledges. 

Plans for the construction of the 
contagious ward and nurses’ home for 
which the fund was solicited have al- 
ready gone forward. A committee to 
supervise the construction of the home 
and the renovation of the hospital wing 
to be set aside for contagious cases is 
being appointed, and work on both 
projects will start at the earliest possible 
date. 

MINNESOTA 
Archbishop Blesses Hospital 

Holy Trinity Hospital in Graceville, 
acquired by Benedictine Sisters of Nor- 
folk, Nebraska, from private owners, 
was blessed recently by His Excellency, 
Archbishop John Gregory Murray. 
Archbishop Murray also blessed the 
chapel and erected the Stations of the 
Cross. 

The 35-bed hospital was purchased 
for $30,000. Seven nuns are in charge 
and they will be joined by five others 
soon. A Benedictine priest from St. 
John’s Abbey will be the resident 
chaplain. 


First Graduates Since 1934 

Ten nurses at St. Gabriel’s School of 
Nursing in Little Falls received di- 
plomas, in the first graduation exercises 
held in the school since 1934. The 1945 
graduation class entered training in 


September of 1942. 


Student Nurses Enter Sodality 
Reception of 14 members and instal- 
lation of officers by Our Lady of Vic- 
tory Sodality of St. Francis Schoo! of 
Nursing, Breckenridge, took place on 
the Feast of Christ the King. Father 
Harold Dimmerling, the spiritual di- 
rector, reminded the sodalists to de- 
velop those virtues of which the Blessed 
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Virgin is model and exemplar. Some 
of the young ladies were members of 
other Sodalities, and others dedicated 
themselves for the first time as the 
special servants of Mary in the Sodality. 

The new sodalists received the So- 
dality medal while they knelt before 
the high altar. 


MISSOURI 


Dies After Long Religious Life 

Sister Aloysia, go years old, who has 
beer. at St. Joseph’s Hospital in St. 
Joseph since its beginning, died, in 
the 68th year of her religious profes- 
sion. 

Sister Aloysia’s connection with the 
hos;:tal dates from July 29, 1887. She 
cam: with four other members of the 
Dauzhters of Charity of St. Vincent 
de Paul to teach in the building which 
later became the nucleus for the pres- 
ent St. Joseph’s Hospital. 

When she was 22 years old, Hannah 
Murphy left her home in Boston to 
become a Daughter of Charity, receiv- 
ing both her habit and her name in 
religion at Emmitsburg, Md., the east- 
ern motherhouse of the Order. Her 
first assignment was at St. Ann’s In- 
fant Asylum in St. Louis. Seven years 
later she came to St. Joseph’s. 

With the exception of a short period 
of teaching, Sister Aloysia’s life had 
been bound with the growth of St. 
Joseph’s Hospital, and the changes that 
have been made in both treatment and 
care of the patients. Her last active 
duty was as night supervisor, and for 
the past 10 years she had been retired 
from active duty. 

Three years ago, Sister Aloysia 
quietly celebrated the completion of 
her 64 years as a member of the reli- 
gious order. 


INDIANA 


Hospital Federation Convenes 

Sister Emile, of St. Mary’s Hospital, 
Evansville, presided over the second 
meeting of the newly organized Evans- 
ville Area Hospital Association held in 
Clara Barton Hall at Deaconess Hos- 
pital in Evansville, November 20. 

Representatives from hospitals in 
Morganfield, Ky., Owensboro, Ky., 
three hospitals in Evansville, Good 
Samaritan Hospital in Vincennes, and 
a hospital in Henderson, Ky., were 
present. Hospitals in Washington and 
Princeton are expected to join later. 

The first part of the program was a 
group conference directed by Sister 
Lucille, of St. Mary’s Hospital, in 
which five girls from the school of 
nursing participated. 


The 
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able for the Administration 
of Therapeutic Gases. Out- 
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mask administration. Dry 
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Hospital legal problems were dis- 
cussed by Judge William Fitzgerald, 
attorney. 

A committee was appointed to nomi- 
nate officers for an election to be held 
at the December 12 meeting in Vin- 
cennes. Representatives of hospitals in 
Vincennes, Morganfield, and Hender- 
son made up the committee. It was 
decided that meetings would be held 
on the second Wednesday of each 
month at 1:30 p.m. in the different 
hospitals. 

The purpose of the organization is 
to establish greater understanding 
among the hospitals, keep in contact 
with each other, discuss their problems, 
and exchange ideas. 


MONTANA 


Catholic Hospital Meeting 

The annual meeting of the Montana 
Conference of the Catholic Hospital 
Association was held in Helena in 
October. The meeting was opened with 
Mass offered by Bishop Joseph M. Gil- 
more, after which the Bishop gave a 
short but very applicable talk to the 
Sisters, commending them on their 
work in the Catholic hospitals of 
Montana. He said he felt it extremely 
important that they get together and 
discuss their problems at least once or 
twice a year. The bishop also stressed 
the importance of charity and kind- 
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ness on the part of the Sisters toward 
patients who come under their care, 
as well as the religious guidance ot 
students in the Catholic school of 
nursing. 

Rev. Bernard J. Topel, professor at 
Carroll College, Helena, spoke to the 
Sisters on vocational guidance in 
schools of nursing. 

The remainder of the time was taken 
up with an institute, “Personnel Prac- 
tice in the Administration of Nursing 
Service,” by Sister M. Henrietta, 
S.S.M., director of nursing service at 
St. Louis University; and “Principles 
and Methods of Counseling in Schools 
of Nursing” by Sister M. Geraldine, 
S.S.M., director of nursing education 
at St. Louis University. 

Following the Catholic Hospital As- 
sociation mecting, the Sisters attended 
the annual meeting of the Montana 
State Hospital Association, also held 
in Helena. 


Discipline is Important 

At one of the recent student meetings 
at Holy Rosary Unit in Miles City, 
Rev. P. C. Wolframski, of Columbus, 
was the guest speaker. Father Wolfram- 
ski taught ethics and religion in the 
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school of nursing in 1942 and 1943. He 
spoke on the subject of “Discipline.” 
His talk was not on the importance 
of being in the nurses’ home by ten 
o'clock, having lights out by ten thirty, 
or of being in class on time, as was 
rather expected, by the title of the 
talk. Instead, Father Wolframski em- 
phasized the importance of disciplining 
words, actions, emotions, and thoughts 
to be the best nurses, the finest young 
women, to give the very best service 
to the sick, and to strive for the better 
things of life. Discipline, he stated, is 
portrayed by training ourselves to 
smile and be cheerful to the patients 
when we don’t feel like smiling at all, 
or in learning to like the tasks that we 
find no pleasure in performing, for 
they are skillful duties that only a 
limited group can carry out. Discipline 
is training to gain pleasure from the 
tasks well done, and from appreciation 
of the help given to those who need 
the knowledge and skill we have been 
taught. Discipline is the guiding factor 
for happy and successful lives. Through 
discipline we become more successful 
nurses, and we also learn to exercise 
our professional activities in a Christ- 
like manner. 
NEBRASKA 

Special Share in Anniversary 

Sister Mary Fulgentia Frisch, O.S.F., 
and Sr. Mary Eleutheria Brygg, O.S.F., 


shared in a special way the diamond 
jubilee of St. Joseph’s Hospital in 
Omaha in September. The two Sisters 
celebrated 60 and 50 years, respectively, 
as members of the Order of St. Francis 
Seraph. A story of the diamond jubilee 
celebration of St. Joseph’s Hospital ap- 
peared in the October issue of Hospt- 
TAL Procress. 


NEW JERSEY 
Will Erect 200-Bed Hospital 
A Catholic hospital owned and 
operated by the Sisters of St. Joseph 
of Newark will be erected at Shrew- 
bury in the near future. The plans 
call for 200 beds. 


NEW YORK 
New Wing of Nurses’ Residence 

On September 1, the school of nurs- 
ing of Champlain Valley Hospital, in 
Plattsburgh, opened the new wing of 
the nurses’ residence. This addition 
provides sleeping space for 20 student 
nurses, 

The construction was __ partially 
financed by federal funds. At present, 
a new teaching unit is under way 
which will provide a nursing-arts 
demonstration room, a fully equipped 
science laboratory, dressing room, 
locker space, instructor’s office, and 
post office. It is hoped that this project 
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Alcohol in new role 
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While it has been recognized for some time that properly 
diluted alcohol, given intravenously acts in a phenomenal manner 
in relieving intractable pain, recent reports point out its usefulness as a 
surgical supportive measure—capable in many cases of supplanting 
opiates. Aleohol 5% v/v in Beclysyl (Abbott’s Thiamine, Riboflavin and 
Nicotinamide with Dextrose 5% in Isotonic Sodium Chloride Solution) is a 
new addition to the well known Beclysyl group of Solutions for intravenous 
use. It is intended not only as a postoperative sedative and analgesic but also 
as a nutrient. Alcohol in Beclysyl contains the three vitamins likely to be 
depleted in patients who have had a long illness prior to operation and two 
of these vitamins are definitely required for the proper metabolism of 
dextrose. Alcohol 5% in Beclysyl is supplied in 1000-cc. light-protected, 
standard Abbott Liter containers in boxes of six. The containers are adapt- 
able to all accessories including the bakelite cap used with Abbott 
Intravenous Solutions. For further information contact your Abbott 


representative or write directly to ABBotr Laporatortes, North Chicago, Ill. 
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(Abbott's Alcohol 5% with Dextrose 5%, Thiamine, Riboflavin and Nicotinamide in Isotonic Sodium Chioride Solution) 
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quality workmanship is assured. All parts are interchangeable. 
They accommodate clamps of conventional design. 

In many instances Pyrex Ball and Socket Joints may be used in 
place of Pyrex Standard Taper Ground Joints. The design of 
Standard Taper Joints does not readily lend itself to machine 
manufacture. Necessary hand operations limit production even 
though continued on a round-the-clock basis. 

Pyrex brand Ball and Socket Ground Joints are described and 
listed on page 89 of Corning’s Laboratory Glassware Catalog 
LP24; or consult your regular laboratory supply dealer for com- 
plete information. 


“Pyrex,” “Vycor” and “Corning” are registered 
trade-marks and indicate manufacture by 
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paign to a close with a dinner on 
November 28. Bishop James E. Kear- 
ney, under whose guidance the Cath- 
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will be completed during the early 
part of January, 1946. 

In addition to the above improve- 
ments the school has been provided 
with a beautiful new library with a 
seating capacity for 24 students and 
ample wall shelving to permit book 
expansion for the years to come. 


Membership Compaign Sets Goal 
The Rochester Council of Catholic 
Nurses brought its membership cam- 
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olic nurses organized in 1940, was the 
banquet speaker. 

The three-fold purpose of the organi- 
zation, which now has units in Roch- 
ester, Auburn, Hornell, and Elmira, 
is stressed as follows: 

Spiritual: Occasion for association 
with other nurses whose private and 
professional lives are based on Catholic 
principles. Affords opportunity to par- 
ticipate in an annual retreat, recollec- 
tion day, and reception of the sacra- 
ments. 


Educational: Provides for participat. 
ing in conferences and discussions op 
professional topics. 

Social: Participation in programs 
and entertainments to promote social 
activities. 

The qualities of a Catholic nurse as 
outlined by Rev. James P. Logue, na. 
tional spiritual director in a national 
convention address, are: “The Catholic 
nurse must ever be familiar with the 
Church’s teachings. She must learp 
that mere technical proficiency is not 
enough. She must see in her patient q 
wounded member of the Mystica! 
of Christ. She must live close to the 
misery of pain and learn that she 
needs those warm Christian virtues of 
patience, sympathy, understanding, and 
charity.” 


Hospital Plans Expansion 

Benedictine Hospital in Kingston, 
conducted by the Benedictine Sisters, 
has just successfully completed a drive 
for funds to erect a new wing. Setting 
an objective of $250,000, the amount 
subscribed at the closing meeting on 
October 23 amounted to $264,553. 
Since the hospital serves not only the 
city of Kingston, but much of Ulster 
County as well, the drive was extended 
to take in all who seek the services of 
the hospital. A total of more than 
12,000 subscriptions was received and, 
although the drive has officially closed, 
additional funds are still being received. 

The Benedictine Hospital began its 
noble work for the sick and injured of 
Kingston and Ulster County 44 years 
ago. Its beginning was small and seem- 
ingly insignificant and from the be- 
ginning beset with the difficulty of 
meagre funds and inadequate housing 
faciktties. Beginning with only four 
Sisters, under the leadership of Sister 
Aloysia, a small private brick house 
was leased and equipped on West 
Chestnut St. By 1902 the accommoda- 
tions had-become totally inadequate, so 
that early in 1903 the present beautiful 
site was purchased. 

The first building, now familiarly 
known as the Benedictine Hospital, 
non-sectarian in service, was erected 
and opened for general hospital pur- 
poses. The initial investment of the 
building on West Chestnut Street and 
the subsequent investment of $65,000 
for this new building on the hil! was 
borne by the Benedictine Sisters |hem- 
selves. 

Twenty years later in 1923, the con- 
stant growth and demand for more bed 
capacity prompted the Sisters to build 
the present wing. Funds were not .vail- 
able at the time to undertake this ex- 
pansion, so a loan of $165,000 was 
secured, and the addition was opened 
a year later. This necessary addition 
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SOMETHING NEW FOR YOUR X-RAY DARKROOM 


Saues Time - Saves Labor Saves Money 


Ansco Mnekiy-Woxedt 


Renlenisher 


—another product of Ansco’s continuing 
research in radiography which will in- 
crease efficiency and reduce operating 
costs in every x-ray darkroom. 


ANSCO LIQUADOL REPLENISHER 
OFFERS YOU A 3-WAY SAVING 


1. SAVES TIME. When Liquadol Re- 
plenisher is added to the developer to 
maintain the proper solution level, the 
initial developing time of fresh Liquadol 
need not be prolonged. It eliminates the 
necessity of increasing the time of de- 


velopment to compensate for loss in 


developer activity. 


2. SAVES LABOR. Under average 
conditions Liquadol Replenisher doubles 
the working life of the Liquadol de- 
veloping solution. This means that un- 
productive time and effort spent in 
emptying, scrubbing, and refilling de- 
veloping tanks is substantially reduced. 


3. SAVES MONEY. By substituting 
this inexpensive Replenisher system for 
your present method of using Liquadol, 


the effective life of each tank of working 
solution is doubled—the cost of devel- 
oping each film substantially reduced. 


PUT ANSCO LIQUADOL REPLEN- 
ISHER TO WORK IN YOUR 
DARKROOM TODAY 
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delivery 


graphic supplies. Ansco, Bingham- 
ton, New York. A _ Division of 
General Aniline & Film Corporation. 
General Sales Offices, New York 18, N.Y. 
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ern pulls, chromium plated. 


Glides. 


Linoleum Top 
No. 1503 
No. 1504 
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24 Charts 
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Bartlett Nurses’ Chart Desk 


Heavy-gauge furniture steel, welded construction through-out. Provides 
filing system and writing desk of modern design. 

Linoleum top finished with Stainless Steel edging. Writing surface is un- 
obstructed and sound-deadened. Rack holding files is countersunk into body 
of desk. Individual compartments of pressed steel, heavily chromed. 

Metal apron enclosing back and sides of No. 20 gauge furniture steel with 
reinforced edges. Two drawers, each 3” deep, mounted on channel suspension 
slides. Drawers have double laminated heads, rubber bumper stops and mod- 


Uprights of substantial chrome-plated tubing, mounted on Rubber Floor 


Furnished with flexible chromed gooseneck lamp, parabola shade, cord and 
plug. (With fluorescent lamp, additional). 
Finish: Oven baked enamel, any solid color; or Silvertone (Optional). 


No. 1504—Bartlett Nurses’ Chart Desk 
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placed a heavy financial burden on the 
Sisters, and was in addition to the 
multiple tasks and great responsibility 
they already carried. 

The interest alone was $10,000 a 
year, but, in spite of the burden it 
imposed, the Sisters continued to carry 
on their splendid service to the sick. 
A successful campaign for funds in 
1928 cleared the debt on the new wing 


and relieved the Sisters of the burden. 


48A HOSPITAL PROGRESS 


Confronted once again with the 
urgent and ever-increasing demands 
being made on its present overcrowded 
facilities, the Sisters of Benedictine 
Hospital, unanimously supported by 
the members of the medical staff and 
a group of prominent and loyal friends 
in Kingston and Ulster County, have 
made a new appeal for financial assist- 
ance to increase the bed capacity in 
order to carry on their work. 

To meet these demands, a new wing 
is to be built at an estimated expendi- 
ture of $450,000. Due to legacies spe- 
cifically bequeathed to the Benedictine 
Hospital for expansion purposes from 


the Elting, Bruyn, and McGill estates, 
approximately $200,000 was already on 
hand. To meet the expenditure of the 
additional $250,000, the recent appeal 
was made in Kingston and throughout 
Ulster County, and the response has 
been most gratifying, and it has come 
not only from Catholics, but from 
non-Catholics and Jewish friends of 
the hospital. 

Work on the new wing will be 
started as soon as possible. 


OHIO 
Former Superintendent Dies 
Sister Maria Joseph, a former super- 
intendent of Antonio Hospital, Kenton, 
died at the motherhouse of the Sisters 
of Charity in Cincinnati, after an ill- 
ness of four years. 


Convention to Come to Toledo 

“The National Council of Catholic 
Nurses in the United States is Ameri- 
ca’s answer to the request of Pope Pius 
XI that the nurses be organized ‘in 
order to carry out spiritually and 
scientifically their apostolic work in 
behalf of the sick,” Rev. James P, 
Logue, spiritual director of the Na- 
tional Council, told a group of Cath- 
olic nurses from Pennsylvania. 

The National convention of the 
council will be held in Toledo on May 
24, 25, and 26, 1946. Most Rev. Karl 
J. Alter, Bishop of Toledo, will be 
host. 


PENNSYLVANIA 

Oldest Graduate Nurse 

A nurse for 62 years, Miss Helen F. 
Greaney, of Philadelphia, oldest gradu- 
ate murse in the United States, was 
guest of honor at a meeting of the 
Pennsylvania Section of the National 
Council of Catholic Nurses in Pitts- 
burgh, October 24. 


Dedicate Cancer Unit 

The first college branch of the In- 
stitutum Divi Thomae in the eastern 
part of the United States, was dedicated 
at Immaculata College, Philadelphia, 
on November 14. 

The new unit is known as the 
Father Gillet Unit, in honor of the 
founder of the Congregation of Sisters, 
Servants of the Immaculate Heart of 
Mary. The unit will be engaged in 
various types of research particularly 
those connected with the field of cancer. 

Other affiliated laboratories have been 
established at Rosary College, River 
Forest, Ill.; Siena Heights College, 
Adrian, Mich.; Barry College, Miami, 
Fla.; Marymount College, Salina, 
Kans.; Our Lady of Cincinnati Col- 
lege, Cincinnati, Ohio; and St. Mary’s 
College in New Orleans, La. 
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When Continuous Oxygen 


Is Prescribed For Children... 


Use of the open-top oxygen tent enables the 
nurse to administer food, medication, and 
nursing care easily and with no interruption of 
therapy. 

The oxygen is introduced through the top 
of the ice compartment. There it is cooled and 
drops to the bottom of the tent, setting up a 
gentle thermal circulation. This cooling effect is 
a real advantage when children are febrile. 

While primarily designed for children, it has 
also been effectively used for adults. 

Oxygen concentrations comparable to those ob- 
tainable in conventional type tents are possible 
with proper care. Frequent analvses of the atmos- 


phere at the patient’s nose level are indicated 
to assure maintenance of prescribed oxygen 
concentrations. Room drafts must be avoided, 
for they increase the rate of oxygen diffusion 
and necessitate a higher liter flow or make it 
impossible to keep the concentration at the 
desired level. These precautions are necessary 
to accomplish the objectives of effective tent 
therapy most economically. 

The Linde Oxygen Therapy Handbook de- 
scribes procedure for the open-top tent. Send 
for a free copy. 
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RUPEL BLADDER IRRIGATOR 


as described by Ernest Rupel and Clyde G. Culbertson. See Journal of 
Urology, Vol. 50, No. 4, October 1943 


features... 








D-960 Rupel Bladder Irrigator, complete as 
illustrated . . . $28.50 
Order from your surg’cal supply dealer 


e Completely automatic, employing simple phys- 
ical principles for its operation 


e Controlled frequency of irrigation 
e Controlled volume of fluid per irrigation 
e Simple to operate 


e Requires a minimum of attention 


The Rupel Automatic Irrigator is an ingenious device 
that gives completely automatic tidal drainage to the 
urinary bladder. The frequency of irrigation together with 
a control of the volume of fluid per irrigation can be 
controlled readily by simple adjustment of the inflow clamp 
and adjustment of the height of the overflow control. 


The apparatus is simple and entirely automatic. It is 
useful wherever an indwelling catheter is indicated. It 
requires little or no attention except to keep fluid in the 
supply flask on top and to keep the outflow jug empty. 











Hospital Activities 


Auxiliary Notes Jubilee 

The Nazareth Hospital (Philadel- 
phia) Auxiliary celebrated its 6th an- 
niversary on October 14 in the hospital 
chapel by attendance at the Holy Sac- 
rifice of the Mass, followed by Bene- 
diction of the Most Blessed Sacrament. 
Breakfast was served in the dining 
room, by the Sisters of the Holy Family 
of Nazareth, in the service of the 
hospital. 

Nazareth Hospital Auxiliary in cele- 
brating its 6th anniversary recalled 
that it was organized before ground 
was broken for the hospital and has 
continued in all activities as a real 
charity devoted entirely to the hospital. 


SOUTH DAKOTA 

Occupy New Quarters 

“Are you living in the new home?” 
is a question that has been asked by 
students in the four units of the 
Presentation School of Nursing, Aber- 
deen. Each nurses’ residence in the 
four hospital units has a new addition. 
Saint Mary’s Hall in Sioux Falls was 
completed in December, 1944. Rosary 
Hall at Miles City, Montana, was 
completed in June, 1944. The initial 
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opening day for St. Joseph’s new resi- 
dence in Mitchell was August 26, 
and Lourdes Hall in Aberdeen was 
ready for occupancy early in October, 
of this year. 

The additions supply necessary class- 
room, laboratory, and demonstration 
space, as well as well equipped student 
rooms, laundry and dinette facilities. 
Outstanding features-in each home 
include library and study facilities, 
dietetic laboratories, and nurses’ recrea- 
tion and reception rooms. 

Monsignor Addresses Students 

On October 28, the precadets of Mc- 
Kennan unit in Sioux Falls received 
their nurses’ caps. The day began with 
high Mass at 6 a.m. In the evening, 
Benediction of the Most Blessed Sacra- 
ment was followed by the capping 
exercises. Monsignor Lambert A. Hoch 
addressed the group. Musical entertain- 
ment included vocal solos and selec- 
tions by the string ensemble of the 
Augustana College. 

Capping Program 

Lourdes Hall in Aberdeen was the 
scene of an attractive capping program 
on October 30. Seniors, Big Sisters, 
and members of the September pre- 
clinical class united to make the day a 
happy one. Chrysanthemums, which 
decorated the assembly, were presented 
by the preclinicals. The tea, following 


the program, was served by two seniors. 
The program included an invocation, 
vocal solo, address, and a reading. 


Burse to Aid Seminarians 

Sodalists at St. Joseph’s unit (Mitch- 
ell) of the Presentation School of 
Nursing (Aberdeen) began a burse in 
1944 for the education of a young man 
to the priesthood. The original $100 
was sent to Bishop William O. Brady, 
of Sioux Falls, and he offered his 
appreciation and encouragement. The 
project was named the Nano Nagle 
Burse, after the foundress of the Pres- 
entation community. By July, 1945, 
the original contribution was increased 
to $210. 


Living Rosary Formed 

Catholic students of the Presentation 
School of Nursing in Aberdeen formed 
five decades of the Rosary on an Octo- 
ber Sunday. Sodality officers and com- 
mittee chairmen represented the Our 
Fathers, wearing nurses’ uniforms. 
Sodality members and candidates repre- 
sented the Hail Marys, wearing dark 
skirts and white blouses. 

In formation of the Rosary, sodalists 
marched around the campus of St. 
Luke’s and into the Blessed Sacrament 
chapel. Fifteen decades of the Rosary 
were recited; each group of students 
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representing a decade of the Rosary 
lead the recitation in turn. A short 
instruction on the intercessory power 
of the Rosary was given by Father 
Cracknell, chaplain. Benediction of the 
Blessed Sacrament closed the devotions. 


Fun at Initiation 

Initiation of the freshmen and pre- 
clinical classes provided entertainment 
at the student assembly meeting at 
McKennan’s unit (Sioux Falls) of the 
Presentation School of Nursing (Aber- 
deen). 

In accord with stipulations previ- 
ously posted, the students wore cotton- 
print dresses with no jewelry or make- 
up. Their hair was braided and the 
freshmen tied their’s with green rib- 
bons; the preclinicals wore yellow. 

The most appreciated and entertain- 
ing stunt was the freshmen polishing 
the shoes of the senior classmen, sing- 
ing while they worked. 

The program by the preclinicals in- 
cluded a tap dance and readings. Cof- 
fee and doughnuts were served, and 
the evening concluded by dancing to 
the nickelodeon. 


WISCONSIN 

Annual Communion and Breakfast 

The Milwaukee Archdiocesan Coun- 
cil of Catholic Nurses held its annual 
Communion and breakfast meeting on 
October 28. Mass was offered in St. 
John’s Cathedral at 9 a.m., and break- 
fast was served in the Cathedral audi- 
torium. 


“Village Fair” Held 

The St. Francis Hospital Guild held 
a village fair, the proceeds of which 
will be used for the future St. Francis 
Hospital. The event was held at St. 
Joseph’s Orphanage, Milwaukee. 


Death Comes to Hospital Chaplain 

After an illness of several months, 
Rt. Rev. Msgr. Charles J. Weber, 
chaplain at St. Mary’s Hospital in 
Superior, passed to his eternal reward. 
Monsignor Weber had been connected 
with St. Mary’s Hospital for more 
than 50 years and had always shown 
sincere interest in the institution and 
the welfare of the patients and per- 
sonnel, 


New Nursery Equipment 

The purchase of a new incubator 
and two plastic cribs was made possible 
through the gift of $500 from a mem- 


ber of the staff of Mercy Hospital in 
Janesville. The incubator, with an 
oxygen-therapy chamber, is similar to 
those used in large premature stations. 
The plastic cribs are a great asset be- 
cause they make possible the elimina- 
tion of old-fashioned cloth-covered 
cribs, thus making it possible for the 
nurses to observe all babies in the 
nursery. 


Observe “Hospital Day” 

November 13th was Hospital Day in 
Watertown. This is an annual day of 
observance co-sponsored by the Satur- 
day club. The club called on the public 
for the customary donations for St. 
Mary’s Hospital, including 
goods, vegetables, fruits, chickens, and 
other poultry, potatoes, and general 
kitchen supplies: Sheets, pillow cases, 
washcloths, rugs, towels, tray cloths, 
etc. Cash any amount 
were also accepted. 


canned 


donations in 


Headquarters of Sisters’ Order 
The American headquarters of the 
Sisters of Mercy of the Holy Cross 
will be located in Merrill, in a new 
administrative and college building 
now in the process of construction. The 
building will be the largest in Merrill 
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when completed and will be modern in 
every respect. 

The structure will house a girls’ col- 
lege, a school of nursing, and a school 
for the training of Sisters for work in 
the mission fields; in addition to hav- 
ing the administrative offices and 
dormitory facilities for students of Our 
Lady of the Holy Cross. 

The building will be in the form of 
a “T”; the top of the “T” will be 
four stories high in the central section 
and three stories in the wings. Two 
automatically operated elevators of the 
latest type will be installed at either 
end of the central section. 

The stem of the “T” will be a beauti- 
ful chapel with the altar in the central 
portion of the building. 

A campanile is to be erected a short 
distance from the base of the “T”, and 
will rise to a height of approximately 
65 feet. There will be a cloistered walk 
from the chapel to the campanile. 

The building is to be constructed of 
the famous Wisconsin “Rainbow” stone 
from Dorchester, to conform with the 
architecture of the other buildings on 
the grounds. 
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The girls’ college probably will start 
as a junior college and as expansion 
continues will become a college offering 
four-year courses leading to degrees in 
education, science, and other subjects. 

The school for the training of gradu- 
ate nurses will be operated in connec- 
tion with the college and Holy Cross 
Hospital. 

The school for the training of Sis- 
ters for missionary work will prepare 
the Sisters for this field in India and 
China as well as in America. The 
Sisters will be taught to serve as teach- 
ers, nurses, and technicians. 

Many modern developments are to 
be incorporated in the building. The 
heating, with hot-water pipes under 
the floors and in parts of the walls, is 
to be of the radiant type and will be 
used as a cooling system in the sum- 
mer. Glass brick will be used in the 
building wherever possible to admit 
more light. Special screens which auto- 
matically control the amount of sun- 
light entering rooms will be used on 
the windows. 

The Sisters of Mercy of the Holy 
Cross are also planning the eventual 
addition of a wing to the present 
Holy Cross Hospital. 

Now serving throughout the world 
are more than 10,000 Sisters of Mercy 
of the Holy Cross. They have many 


houses in India, where the Sisters first 
went in 1890; others are in China, 
where the Sisters have been since 1928. 
The motherhouse is at Ingenbohl, Lake 
Lucerne, Switzerland. 

The ground for Merrill's new build- 
ing was broken at ceremonies held on 
October 24, which also marked the 
22nd anniversary of the coming of 
the Sisters to Merrill. 


Supervisor Transferred 

Sister M. Wenzela, obstetrical super- 
visor at Holy Family Hospital, Mani- 
towoc, and a member of the staff for 
approximately 25 years, has been trans- 
ferred to the Good Samaritan Hospital, 
Zanesville, Ohio, to take up a similar 
position. Succeeding her as supervisor 
at Holy Family Hospital is Sister Mary 
Carmel, who had been affiliated with 
the Zanesville institution. 


CANADA 
Addition to Begin Soon 

Work is expected to begin soon on 
a new addition to St. Joseph’s Con- 
valescent Hospital in South Edmonton. 
The hospital is conducted by the Sisters 
of Providence of Kingston. 

The new structure will be six stories 
high and connected to the present 
hospital. It will accommodate 200 

(Concluded on page 56A) 
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adults, in addition to the children. The 
total capacity of the enlarged hospital 
will be more than 300 beds. 

The new building and the connect- 
ing passage with the present structure 
will be of fireproof construction with 
steel and concrete floors. The floors 
will be covered with terrazo, linoleum, 
and tile. The wards will be generally 
two-bed, with a few larger ones, as 
well as single beds. A feature of each 
floor will be bright “day rooms.” Ward 
accommodations will be fully modern, 
including coat closets. 

In the children’s section, there will 
be individual glassed cubicles, private 
rooms, four-bed wards, contagious sec- 
tion, play rooms, dining room and 
kitchen, and a yard for each section. 

Facilities will be provided for emer- 
gency operating, X-ray work, labora- 
tory, sterilization and scrub rooms, and 
accommodations for surgeons. Each 
floor will have a nurses’ station and 
rest room with complete utilities, linen, 
bath, diet kitchen, and separate passen- 
ger and service elevators. 

On the first and second floors there 
will be offices, dispensary, records, 
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parlors, dining rooms, cafeteria, et 
cetera. A complete kitchen layout with 
cold rooms, storage, disposal, and staff 
rooms will be provided. 

The chapel in the new hospital will 
be erected in such a way that access 
to it will be had from several floors as 
well as from the present hospital. _ 


New Mother General Elected 

The general chapter of the Sisters 
of Charity (Grey Nuns) was held at 
the Hotel Dieu, in St. Hyacinthe, Que- 
bec, on October 9. 

Mother Ste. Adeline was elected 
Mother General, in replacement of 
Mother Ste. Helene, who held that 
office for 12 years. Mother Ste. Helene 
is now Mistress of the Novices. 


Lose Oldest Member 

The Sisters of Charity (Grey Nuns) 
of the Hotel Dieu of St. Hyacinthe 
lost their oldest member, Sister Marie 
Elisabeth Bouchard, at the age of 99 
years and 4 months. She had been in 
the Order for 83 years, 10 months, hav- 
ing retired from duty just two years 
ago. Her last function had been porter 
and telephone operator in one of the 
buildings of the motherhouse, an office 
which she fulfilled with intelligence, 
politeness, courtesy, and patience dur- 
ing the last 30 years of her active life. 


POULTRY IS PLENTIFUL 

According to a recent bulletin issued 
by the United States Department of 
Agriculture, chicken and turkey are 
plentiful again, and consumers can plan 
to serve them often. 

The bulletin calls attention to the 
fact that there’s more chicken and 
turkey available today than before the 
war. Because both of these birds are 
G.I. favorites, the government asked 
producers to grow a lot of them. Then 
the war ended and military needs 
immediately dropped off. In fact, if 
this year’s civilian turkey supply were 
divided evenly among every man, 
woman, and child in the United States, 
each of us would get about 5 pounds 
—compared with 2.6 pounds before 
the war. And on chicken, the per 
capita consumption figures are 25 
pounds for 1945, compared with an 
18-pound prewar average. 

Suggestions for purchasing, serving, 
and preserving poultry may be had by 
writing to the U. S. Department of 
Agriculture, Bureau of Human Nutti- 
tion and Home Economics at Washing- 
ton, D. C., and asking for bulletins 
No. 6632(8). “Poultry Cooking,” 
Farmers’ Bulletin 1888, may be had by 
writing to the Office of Information, 
U. S. Department of Agriculture, 
Washington 25, D. C. 
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Brazil, Ind. 


1625 E. National Ave. 
Specialists in Heavy Duty Floor Treatments 
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TO THE FLOOR 


That’s Why These Heavy Duty Floor Treatments 


Last Longer on Room Floors and Corridors 


When pieces of metal are welded together, the bond formed is stronger 
than the metal itself. Spot welds hang together even though the metal 


is torn apart! Similarly, Car-Na-Lac and Continental ‘ 
ishes . .. made only with best carnauba wax. . 


18”’ floor fin- 
. last longer because they 


are specially processed to adhere to the floor. 


Ordinary floor finishes loaded with resins and substitute waxes usually 
fail quickly for two reasons: First, resinous waxes speedily disintegrate 
. soon wear out. Second, they lack the adhesive qualities that make 


them adhere to the floor instead of the feet 


. soon wear off. 


Car-Na-Lac and Continental ‘‘18’’, made with practically indestruct- 


ible carnauba wax, can’t wear out. 
floor, they take a long time to wear off... 


Uniquely processed to adhere to the 


thus cutting down on waxing 


applications, material costs, manpower! Want proof? Send for liberal 


experimental sample. 


Acts like a lacquer made of wax. Applied 
with the usual wax applicator. Levels out 
as it dries, resulting in a uniform, streak- 
less, lacquer-like gloss. Self-polishing . . 
dries in 15 to 20 minutes. Car-Na-Lac 
floor treatment has at least twice the 
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The same as Car-Na-Lac except that 
it contains about 38% more solids. 
Heavier solid content gives a higher gloss 
and reduces number of applications. 
Covering capacity averages the same as 
Car-Na-Lac, but one coat does the work 
of two. Recommended by a leading na- 
tional liability insurance company for 
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deliciously seasoned with that good old fashioned flavor that surpasses any of the dehydrated 
chicken soup bases on the market —or canned chicken soup. 


BEWARE OF IMITATIONS. Many kinds of dehydrated soup bases have been created since 


the war, but comparison with Siedel’s Chicken Soup Base, quickly proves their inferiority. 


Hospitals and sanitariums, upon the recommendation of 
physicians, use Seidel’s for clear soups, broths and liquid 
diets. It’s so handy for the diet kitchen to prepare a single 
bowl, or five gallons at a time — in a jiffy. Abolishes the out- 
moded and objectionable stock-pot. 


Nothing to add except water — and boil for five minutes. 


MISS DIETITIAN! You Can Save Money by Using 
SEIDEL’S SOUP BASES 


Balance your meals with Seidel’s and you will balance 
your budget too. Think of it. By using Seidel’s your soup 
only costs about 26c per gallon, or about ONE CENT for 


a generous serving. 


Guaranteed. 





AD. SEIDEL & SON 


1245 to 1247 W. Dickens Ave., Chicago 14, Illinois 


Fortify yourself against the approaching winter by 
ordering a supply of Seidel’s Soup Bases. Satisfaction 


Write for the new Seidel Soup Recipe Book illustrat- 
ing a large variety of new and delicious soups. 
It’s free for the asking. 











Production, Service, and Sales News for 
Hospital Buyers 


AMPULE AMPUTATOR 
The Ampultator is a precision dia- 
mond point scoring device which 
facilitates opening ampules . . . simply 
place the ampule in position, press, 
and with one complete turn the ampule 
is evenly scored to give a fast, clean 
break. Easily carried in vest pocket — 
3/16 of an inch thick with all edges 
smoothly rounded. The B-2002 Ampul- 
tator is packed one each in a box. 
Clay-Adams Company, Inc., 44 East 
23rd St. New York 10, N. Y. 
For brief reference use HP—1210 


ABBOTT PENICILLIN 
(ROMANSKY FORMULA) 
Physicians are expected to welcome 
the new Abbott Penicillin (Romansky 
Formula) Cartridge and sterile dis- 
posable Plastic Syringe, which elimi- 
nates the bothersome task of with- 
drawing the penicillin suspension from 
a bulk container. In addition, no 
sterilization of needle or syringe is 
necessary. As a result, the needle block- 
age caused in the older technique by 
even minute traces of water remain- 
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ing in the needle or syringe after sterili- 
zation cannot occur. To employ the 


The Ampulator. A handy pocket device 


ampules — Clay-Adams 
Company. 


for opening 


improved technique, the physician 
needs merely to slip the penicillin 
cartridge into the syringe —and start 
the injection. This convenient, sterile 
unit, always ready for immediate use, 
consists of: (1) a cartridge containing 
a single 1-c.c. dose of 300,000 units of 
Penicflin Calcium, Abbott, in Oil and 
Wax (Romansky Formula); (2) a 
plastic syringe with a fixed sterile 
needle. The syringe is designed to be 
used once and thrown away; the needle 
may not be removed or resterilized. 

Abbott Laboratories, North Chicago, 
iil. 

For brief reference use HP—1211 


SQUIBB RELEASES VITAMIN 
FORMULA 


A new product, designed especially 
for the treatment of patients ‘suffering 
from mixed vitamin deficiencies, has 
been released by Squibb under the 
name of Therapeutic Formula Vitamin 
Capsules. Based on a scientific reali- 
zation that the therapy of mixed vita- 
min deficiencies can be met neither by 
the use of current maintenance multi- 
vitamin preparations, nor by any simple 
multiplication of the dosage of such 
preparations, Therapeutic Formula 
Capsules present potencies of thera- 
peutic magnitude of all the vitamins, 
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To nurses, at home and still 
overseas—to student nurses, and 
their teachers—to all in this pro- 
fession of serving mankind, we 
extend our sincerest Christmas 
Greetings . . . with a prayer of 
thankfulness that we enter now 


into a New Year of peace. 


We are proud of our connection 
with the nursing profession— 
noblest calling in all the world. 
We take pride in our standards 
—our continuing efforts, “serv- 


ing those, who serve humanity.” 
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PRE-WAR MODEL OF THIS POPULAR 
ADJUSTABLE, SINGLE PEDESTAL 


Vanity 
OVER BED TABLE 


This completely adjustable single pedestal over bed 
table, one of the most popular tables of this type 
on the market before the war, is once more available 
— in all its pre-war beauty and quality. Quickly and 
easily adjustable to any height from 29 to 44 inches, 
and to any position desired. A big help in eating, 
reading, writing, playing cards, shaving, etc. Swings 
easily over side of bed or chair, saves nurse many 
trips. Standard Hill-Rom construction and hospital 
finish, which assures long service. Available for prompt 
delivery. Write for prices and complete information. 


HILL-ROM COMPANY, INC., Batesville, Indiana 
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FURNITURE 


for the Modern Hospital 
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SWD-52-CD DIATHERMY UNIT 


— provides a variety of applications — pad, cuff, drum, cable 
and minor electrosurgery — yet is inexpensive, simple to operate 


and portable. 


Safely generates controlled heat in living tissue — indicated in 
contusions, muscle strains, sprains and dislocations, bursitis, 
tenosynovitis, acute and chronic arthritis, myositis. 


Other outstanding Burdick Physiotherapy equipment includes — 


Ultraviolet Lamps, Zoalite Infra-Red 
Lamps, Rhythmic Constrictors (for 


peripheral vascular disease) 


Write, or consult your dealer, for complete information. 


Te BURDICK CORPORATION 


MILTON, WISCONSIN 











FOREVER 


is probably a long time but because the 
fusible tablet of a DIACK is sealed in 
glass it is protected against mildew, air 
or anything that causes deterioration. 
You know that it is ready for instant 
use. It proves sterilization, protects you 
and no alibi is ever needed. It is definite 
and there can be no quibbling. 


It’s the standard for checking 
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New Supplies 
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lack of which has been shown to cause 
deficiency states commonly occurring 
in man. The formula, which was de- 
veloped in the light of the latest clini- 
cal findings and which harmonizes 
with the views of recognized leaders 
in the field of nutritional therapy, 
provides in each capsule: vitamin A, 
25,000 units; vitamin D, 1,000 units; 
thiamine hydrochloride, 5 mg.; ribo- 
flavin, 5 mg.; niacinamide, 150 mg.; 
ascorbic acid, 150 mg. In the average 
case of moderate mixed vitamin defi- 
ciency, one capsule daily provides the 
minimum therapeutic dose. Thera- 
peutic Formula Vitamin Capsules are 
available in bottles of 100. 

E. R. Squibb & Sons, Squibb Bldg., 
745 Fourth Avenue, New York 22, 
',  ¢ 

For brief reference use HP—1212 


ALUMINUM CHAIRS AND 
DAVENPORTS 


Two aluminum pieces, an easy chair, 
and a three passenger davenport easily 
fitted into practically every postwar 
furnishing and decorating scheme are 
presented. These two items have high 
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utility and long life. They have no 
sharp corners, every juncture being 
round and smooth in flowing lines of 
welded aluminum in platinum beauty. 
They have hard-rubber arm rests and 
they are perfectly shaped for solid 
comfort. The seat cushions are large 
and well proportioned and upholstered 
in DuPont maroon Cavalon leatherette. 
There are individual coil springs with 
felt and hair “gives” and “spreads.” 
These Doehler pieces will fit with the 
other furnishings and equipment. 
Especially designed for hospitals, 
schools, and institutions where comfort, 


New Aluminum Chair by Doehler Metal 
Furniture Co. There is a davenport to 
match. 


cleanliness, and beauty are “musts.” 
Both are available now. 
Doehler Metal Furniture Co., Inc. 
192 Lexington Ave., New York, N. Y. 
For brief reference use HP—1213 


FIBRIN FOAM AND THROMBIN 


Fibrin Foam and Thrombin (Hv- 
man) is the latest of the blood frac- 
tionation products to be released for 
civilian consumption. Surgeons will 
welcome this news as military doctors 
have found Fibrin Foam invaluable in 
brain, liver, kidney, and spleen sur- 
gery for the past several years, using 
it as a surgical sponge in delicate 
operations in highly vascular areas 
where hemostasis by suturing is either 
difficult or impossible. Because the new 
surgical sponge is derived from human 
blood and contains the normal protein 
constituents which are responsible for 
the formation of blood clots, the sur- 
geons may leave Fibrin Foam in the 
surgical wound. Fibrin Foam is then 
gradually absorbed by the system of 
the patient. Fibrin Foam and Throm- 
bin (Human) is packaged in three 
bottle sets—one containing Fibrin 
Foam, one Thrombin (which acts as 
the coagulating agent) and the diluent 
for the Thrombin. 

Cutter Laboratories, 4th and Parker 
Streets, Berkeley, Calif. 

For brief reference use HP—1214 








